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CITICAGO 

From December 6, 1912, to September 4, 1919, 


I83 histories were filed in the library of the 
(‘ook County Hospital as extra-uterine gestation. 
his paper is the record of a stud of these cases 
rom the diagnostic standpoint. 

Fifteen cases are rejected. In four operation 
in one observation 
the 


linical evidence, in the absence of operation or 


tiled to prove the diagnosis ; 


or several days failed to prove it: in ten 
utopsy, I do not deem sufficient to prove satis- 
actorily that they were truly cases of ectopic 
sestation, although my belief is that nearly all of 
em were correctly diagnosed, 

Of the 183 patients, seventeen were not oper- 
ted upon. In three cases the clinical evidence 
as so strong that the diagnosis seems proved ; in 
our the autopsy proved it: and in ten (as above), 
ie clinical evidence was not regarded as sufficient 
roof. The diagnosis is reasonably certain in the 
emaining 168 cases. 

The resu//s in the series of 168 cases of ectopic 
estation were as follows: thirteen died; eleven 
ere discharged improved ; four in the same con- 
ition as on entrance: 140 recovered. 

The patients were of the following ages; under 


0, two; 20 to 25, thirty-four: 26 to 30, 


to 10. 


sixty- 
Thus, 
ver three-fourths of the women wete between the 
ves of 26 and 40. 

One hundred forty-six of the patients, (over 
all), 


ngle: ten were widows: 


ur: 3 sixtv-three: over 40. five. 


ven-eights of were married: ten were 


one was divorced: one 
it recorded. 

One hundred thirty-four of the women were 
ultiparae ; in eleven the former pregnancies had 
ded in early abortions, nineteen were in their 
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first pregnancy; and in four the parity was not 


recorded, Twenty-two had been sterile for five 
the 


Previous sterility for an extended period prior to 


vears or more before present pregnancy. 


the ectopic gestation is often mentioned at a 
of 
Only sixteen per cent of our multiparae 


diagnostic element some moment in multi- 
parae. 
gave histories of sterility for five vears or more 
the While this 


doubtless a larger percentage than occurs in mul- 


before ectopic pregnancy. is 
tiparae in general, vet it is not enough to make 
the point more than a miner one. Four of our 
patients gave histories of former ectopic preg- 
nancy. Whatever may be the cause of ectopic 
implantation of the ovum, it seems likely that 
it acts to favor another tubal gestation or to pre- 
vent pregnancy altogether. 

The period of gestation was estimated in eighty 
cases. In eighteen cases the period was taken to 
he under four weeks: in forty-three between four 
and twelve weeks: in fourteeen between three and 


five months: in three between five and. six 


months: in two at full term. 


SYMPTOMATOLOGY 
Our results from a study of the symptoms 
(differ somewhat from the generally accepted clin 
ical pictures. Sudden onset of severe pain in the 


abdomen, usually in a circumscribed spot, was 
noted in seventy-five instances. It occurred in one 
of the unruptured cases, namely eight per cent; 
in ten of the cases of tubal abortion, namely, 
thirty-seven per cent: in nearly fifty-seven per 
cent of the ruptured cases. This proportion in 
the three types of ectopic pregnancy agrees pretty 
well with the usual observation, but the general 
impression from the literature leads one to expect 
a much larger total among all cases, 

Colicky pains in the abdomen, usually in the 
lower portion, are mentioned in the histories of 
fifty-nine cases. Four occurred in unruptured 
cases, (thirty per cent): fifteen in tubal abor- 
tions, (fifty-five per cent); and forty in ruptured 
Cuses, 


(thirty-one per cent). These pains were 


rather variable in locality, intensity and fre- 
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quency. The location was most often in one of 
the iliac regions or midway in the lower part of 
the abdomen. Sometimes the colic was referred 
to the opposite side from that afterwards proved 
to be the seat of the lesion. 

It is interesting to note that only sixty-four 
patients gave a history of having missed one or 
more menstruations, although ten more had other 
menstrual disturbances. Since persistence of 
menstrual flow is rare in normal pregnancy, it 
follows that implantation of the ovum outside of 
the uterus must have less inhibitory effect upon 
the phenomena of the catamenia than normal im- 
plantation. 

External hemorrhage, that is to say, bleeding 
from the uterine mucosa, mostly unassociated 
with menstruation, occurred in 108 cases. Thus 
it appears that the uterine decidua often takes 
on the attributes of abortion when the ovum is 
extra-uterine. Symptoms and physical signs of 


internal hemorrhage occurred in sixty-five cases. 
This is apart from the finding of blood in the 
abdominal cavity at operation or autopsy. Forty- 
seven patients gave a history or showed signs 
after entrance of fainting or severe vertigo. 


Not 
all of these had tubal abortion or rupture. Twen- 
ty-nine women complained of having chills be- 
fore entrance; sixteen of feverish feelings. 

Nausea and vomiting associated with the at- 
tacks of pain occurred in seventy-nine cases ; ap- 
parently as signs of pregnancy in eleven. 

Abdominal pain of some severity occurred 143 
times. A few patients complained of pain in 
more than one area of the abdomen. Pain dif- 
fused throughout the belly generally occurred 
thirty times; in the left lower quadrant thirty- 
three times ; in the lower abdomen fifty-two times. 
Thirty patients had pains radiating to other 
parts of the abdomen than the original attack, 
or to the chest, hips, thighs or lumbar back. 

Urinary disturbances occurred _ sixty-four 

“times; pain or burning on urination forty-eight 
times and nocturia or frequent micturition six- 
teen times. It appears that such urinary dis- 
turbances are rather less frequent in ectopic than 
in uterine pregnancies. 

Other symptoms and physical signs usually 
considered as indicative of early pregnancy, such 
as swelling or tingling of the breasts, discolora- 
tion of the areolae, blueness of the vestibule and 
vagina, presence of colostrum and enlarged areo- 
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lar follicles, occurred in only forty-four case- 
The conclusion seems justified that the so-calle 
genetic reaction is less evident in pregnancy ou: 
side of the uterus than within. 


PHYSICAL SIGNS 


General physical signs noted after entrance t 
the hospital, such as pallor, rapidity of pulse a: 
respiration, anxious expression of the face, swea 
ing, cold skin, cyanosis and the like, were of litt 
value in differentiating from other abdominal ai 
ments, but were useful as indices of sha 
hemorrhage or pain and as evidences of severi 
for purposes of prognosis. 

There was distension of the abdomen in twent 
eight cases; rigidity in eighteen, tenderness 
the lower portion in forty-six ; tenderness in t 
right lower quadrant in forty-four ; tenderness 
the left lower quadrant in thirty; tendern 
throughout the abdomen in nineteen. One « 
more masses were palpable through the belly w 
in twenty-six cases; there was dullness in { 
flanks changing with the patient’s position 
thirty cases, in all of which rupture or tubal al 
tion had occurred with considerable intray: 
toneal hemorrhage. 

Vaginal examination was not made in twe! 
instances or not recorded. A few of these ca~ - 
were not so examined because they came in mo 
bund. The uterus was found to be enlarged 
forty-six cases, tender in twenty-three; a m 
was palpable in the culdesac in forty-five cases, 
one of the fornices in eighty-two, and dist 
guished as tubal in three. Vaginal examinat 
is recorded as negative in three cases. Pulsat 
of the uterine artery was felt in three cases. T' 
sign is often mentioned in the literature as pa 
ognomonic, but it seems to occur so seldom as 
be of little value. 


BLOOD EXAMINATION 


The white blood count was taken in 107 ca 
The leucocytes were found to number less t 
10,000 in thirty-two cases; 10,000 to 15,000 
thirty-six ; 16,000 to 20,000 in sixteen; over ° 
000 in nineteen. In several instances the leuco: 
count ran over 40,000, usually in the cases 
great hemorrhage or of infection of the ge: 
tion sac. 

TEMPERATURE 


The temperature on admission had some di 
nostic bearing. It was below normal in 
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ases and normal in seventy, less than forty-two 
per cent. It was 99 to 100 in fifty-four cases, 
100 to 101 in thirty-one, 101 to 102 in nine. 
[he cases with subnormal temperature were 
ought into the ward in shock. It will be noted 
hat there was a moderate elevation of tempera- 
ure in fifty-six per cent of our cases. Since only 
few were in a condition of active infection, it 
ollows that there must be some other explana- 
ion of the rise in temperature. Probably this 
ill be found in aseptic absorption from the 
lood extravasated into the peritoneal cavity, sub- 
eritoneal areolar spaces and from the gestation 
¢ itself. Blood was found, in greater or less 
mount, in the abdominal cavity at operation or 
itopsy in 133 cases of ruptured or aborted gesta- 
on sacs, 

On entering the County Hospital the patient 
asses through the examining room, where a snap 
iagnosis is made and whence the patient is sent 
: quickly as possible to the proper ward. The 
agnosis in the eramining room of our 168 cases 
extra-uterine gestation, was correctly made in 
ily twenty-six. The diagnosis was made of 
me form of abortion or some other obstetrical 
isorder in thirty-two cases, fifty-eight in all; 
ghty-two cases were diagnosed as salpingitis 

some other gynecological complaint; twenty- 
eht cases were sent to the female surgical ward 
ith diagnosis of appendicitis or some other sur- 
cal ailment. Therefore, I am. privileged to 
Ter my thanks to my surgical and gynecological 
lleagues in the hospital for the opportunity of 
mpleting this series of cases of ectopic preg- 
iney. 

Diagnosis before operation in 
4s eassayed in 151 cases; it was not re- 
rded in seventeen cases. Diagnosis of ectopic 
‘egnancy was made in forty-three instances, of 
topie pregnancy with rupture in forty-six, of 
fected ectopic gestation in one; a total of 
nety cases correctly diagnosed before operation. 
mong these ninety cases were six which opera- 
m proved to be unruptured. Six unruptured 
ses were incorrectly diagnosed as something 
-e than ectopic pregnancy; the thirteenth un- 
‘tured case has no diagnosis recorded before 
eration. 

Acute tubal infection was diagnosed in six 
ses, chronic in seven, tubal abscess in fourteen. 
iese diagnoses were not all incorrect, inasmuch 


our series 
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as in eighteen cases pelvic infection or its results 
was found at the operation, in addition to the 
ectopic gestation. 

The diagnosis in seven cases was uterine abor- 
tion; in one instance this was correct, because 
there was a recent abortion in addition to the 
ectopic pregnancy; in most of the others the ex- 
ternal hemorrhage and the character of the pains 
resembled uterine abortion more than tubal. 

Neoplasms of ovary or tube were diagnosed 
seven times. Uterine fibroids were encountered 
at operation in two cases, and ovarian cysts in 
seven, besides the ectopic condition. Five cases 
were considered to be acute appendicitis before 
operation, and two cases chronic infection of the 
appendix. 
acute or chronic appendicitis was also found at 
operation. 


In eight cases of our ectopic series 


DIFFERENTIAL DIAGNOSIS OF 
CASES. 


ECTOPIC GESTATION 


Fourteen ectopic gestation sacs in our series 
were not ruptured; twenty-seven were cases of 
tubal abortion ; 129 gestation sacs had ruptured. 
This makes a total of 170, but two patients had 
bilateral ectopic pregnancy ; one having the right 
tube ruptured and the left one intact; one hav- 
ing both tubes ruptured. From a diagnostic 
standpoint these two patients must be counted 
as having had ruptured ectopic sacs, because 
the symptoms and physical signs due to the one 
unruptured tube would be over-shadowed by the 
more serious condition in the ruptured tube. 

It is instructive to study the relation of un- 
ruptured, aborted and ruptured ectopic gestation 
sacs to some of the common symptoms or physical 
signs. 

External hemorrhage occurred in 108 cases in 
all. In the thirteen unruptured cases this hem- 
orrhage was much in four, slight in four. and 
none in five; thirty-one per cent., thirty-one per 
cent. and thirty-eight per cerit., respectively. In 
the twenty-seven cases of tubal abortion the hem- 
orrhage was much in thirteen, slight in nine, and 
none in five; forty-eight per cent., thirty-three 
per cent., and nineteen per cent., respectively. 
In the 128 ruptured cases the hemorrhage was 
much in forty, slight in thirty-six, none in fifty- 
two; thirty-one per cent., twenty-eight per cent., 
and forty per cent., respectively. Thus one sees 
that the proportions ran fairly even between the 
intact and the ruptured cases, while in the abor- 
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tions, there was a considerably greater proportion 
with hemorrhage and less without hemorrhage. 

External hemorrhage is a diagnostic point of 
some value in ectopic pregnancy per se, being 
much more frequent than in salpingitis, ovarian 
cyst, sactosalpinx and uterine displacements. It 
is probably not even exceeded in fibroids, but 
is less frequent than in cases of uterine abortion. 
In connection with localized pain and tenderness 
in the lower abdomen, cessation of menses and 
suggestion of a mass in one of the fornices or 
in the culdesac, external hemorrhage bears great 
diagnostic weight in ectopic pregnancy. 

The leucocyte count was taken in 107 cases 
in all. Of the unruptured cases the white blood 
count was under 10,000 in four (sixty-seven per 
cent.) ; 10,000 to 15,000 in one (thirty-three per 
cent.) ; not taken in eight. Of the tubal abor- 
tions the count was under 10,000 in eleven (fiftv- 
two per cent.) ; 10,000 to 15,000 in eight (thirty- 
eight per cent.) ; 16,000 to 20,000 in two (ten 
per cent.) ; not taken in six. Of the ruptured 
cases it was under 10,000 in twenty (twenty-four 
per cent.) ; 10,000 to 15,000 in thirty-four (forty- 
one per cent.) ; 16,000 to 20,000 in twelve (fifteen 
per cent.) ; over 21,000 in sixteen (twenty per 
cent.) ; not taken in forty-six. To recapitulate: 
thirty-three per cent. of the unruptured cases 
examined showed a leucocytosis slightly above 
normal; forty-eight per cent. of the tubal abor- 
tion cases showed above normal; seventy-six per 
cent. of the ruptured cases showed leucocytosis 
above normal; forty-one per cent. slightly above 
fifteen per cent. highly, and twenty per cent. 
excessively. 

In none of the unruptured cases was there any 
internal hemorrhage, as shown by blood in the 
abdomen at operation or autopsy. Neither was 
there any external hemorrhage excessive enough 
to have caused symptoms or physical signs. In 
only one case was there leucocytosis over 10,000 
and that rated 11,500, only slightly higher than 
normal. 

In the cases of tubal abortion in which the 
internal hemorrhage was found to be much, the 
white blood count was under 10,000 in five; 10,- 
000 to 15,000 in three. 
hemorrhage into the abdomen was slight, the 
white count was under 10,000 in three; 10,000 
to 15,000 in four; 16,000 to 20,00 in one. 
of the abortion cases in which the white blood 
count was taken did not show any internal hem; 


In the eases in which 


Five 
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orrhage. In those cases the count was und 
10,000 in three. Therefore, two, which had ; 


increased leucocytosis, must be explained in o 


by’the fact that the gestation sac was infect: 
and ; 
sorption of blood extravasated into the lum 


contained pus, and in the other, by a 
and tissues of the aborted tube. 

In the ruptured cases in which the inter 
hemorrhage was much, the white blood coi 
was under 10,000 in sixteen; 10,000 to 15.0 
in twenty-two; 16,000 to 20,000 in ten; o 
20.000 the 
hemorrhage was slight, the white count was un 
10,000 in one: 10,000 to 15,000 in seven: 16, 


to 20,000 in one. 


cases where | 


in fourteen. In 


Ten of the ruptured cases 
which the white blood count was taken show 
no internal hemorrhage. In three of these ca 
the 10,000, 


which had an increased leucoeytosis, must be 


count was under therefore, se\ 
plained otherwise than by the content of b! 
in the abdominal cavity. 

The frequency of ectopic pregnancy has |» 
estimated by Spalding (Journal A. M. A., | 
1156). Among the 1,704 pregnant women in 
clinics of Leland Stanford, he found thir 
ectopic cases, that is, one in 131 pregnancies. 
this may be taken as an average ratio, we can 
how important it is to be able to make a diagn 
of a déngerous condition which is only a li 
less frequent than twins. Wynne (in the Ju 
Hopkins Bulletin, Jan., 1919), analyzed 
cases of ectopic pregnancy, which amounted 
one and three-tenths per cent. of * 
logical patients. 

SUMMARY. 

In making a summary of the analysis of 
168 cases, we find that over three-fourths of 
patients were between the ages of twenty-six 
forty; two-fifths between twenty-five and th 
Thus the middle decade of the thirty year px 
of productive activity in woman seems t 
the most favorable for extrauterine gestatio: 

One hundred and forty-five of our patients | 
been pregnant before, 134 having gone to 
term at least once. The point of previous st 
ity seems, from our cases, to be a minor 
for diagnostic purposes. 

Sudden onset of abdominal pain oceurre: 
less than half of our cases, least in the 
unruptured, next in the tubal abortion, and 
frequently in the ruptured. 
lower abdomen were noted in a little more t 


Colicky pains i: 
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ne-third. Abdominal tenderness, usually in the 
lower portion, was recorded 139 times. 

Vaginal examination showed the uterus en- 
arged in nearly one-third of the cases ; a palpable 
uass, usually tender, in one of the fornices or 
uldesac in over two-thirds. 

Temperature on entrance was above 99 in 
nearly three-fifths of our patients. Fever seems 
to be an element due to absorption from blood 
eposits in the abdomen, in the tube or in the 
nelvie areolar tissue. It was noted more often 
nd rose higher where the internal hemorrhage 
vas greatest. 

Diagnosis is apparently easier the more severe 
the symptoms in a given case. However, in our 
eries, the diagnosis of ectopic was made in nearly 
alf of the unruptured cases. Polak, of Brooklyn 
(Long Island Medical Journal, xii, 121), takes 
he stand that eighty-five per cent. of unruptured 
ectopic gestation cases and of tubal abortions 
should be diagnosed before operation. He speaks 

wv a careful history and a thorough physical 
xamination in each instance. 

Judging from our series and from my general 
ersonal experience, I conclude that the diagnosis 
f unruptured extrauterine pregnancy is not one 
f the difficult feats of obstetrics. By this state- 
nent I mean that it is not so very difficult to 

iake a diagnosis of ectopic pregnancy before rup- 
ure or abortion. It is less easy to differentiate 
| an individual case between unruptured, rup- 
‘ured, and aborted cases. Every case of aborted 
r ruptured ectopic gestation was for a time un- 
iptured and probably could, in a fair propor- 
on of instances, have been diagnosed if the 
woman had come under the care of a competent 
bstetrician or gynecologist in the early stages. 
Often she has no symptoms which cause her to 
eek professional advice at all before the sac 
as become aborted or ruptured. 

In a certain number of unruptured cases, 
rmptoms cause the patient to seek relief. The 

irdinal symptom of such cases is pain, often 
evere, in one of the lower abdominal quadrants. 
“he chief physical sign is a tender mass in one 
f the fernices, usually that on the same side 
s the pain. It will be remembered that, in our 
ises, bleeding through the vagina was about the 
me in the unruptured and the ruptured cases, 
ut more frequent and copious in the cases of 
ibal abortion. The practical value of diagnos- 
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ing tubal abortion from tubal rupture is not 
very great because, while very severe hemorrhage 
is less common in abortion than in rupture, the 
indicated treatment in all varieties of ectopic 
pregnancy is early operation, except a few cases 
of shock from very copious internal hemorrhage. 

Some authorities recommend, in case of doubt, 
to make a posterior colpotomy to ascertain 
whether blood is in the culdesac. I oppose this 
because, if blood is present, there is probably a 
ruptured or an aborted tubal pregnancy which is 
more difficult to treat from that route, and, if 
no blood is found in the culdesac, one is still 
not sure whether there is not an ectOpic sac 
just the same. Many of our aborted cases and 
some of our ruptured cases showed no blood in 
the abdominal cavity at the operation. 


POST-PARTUM MANAGEMENT®* 
EvGenet Cary, 8S. B., M. D. 
CHICAGO 


While there is nothing radically new in the 
management of the puerperium, still the fact 
remains that many pre-historic customs of mid- 
wifery are still in vogue. Examples of this are 
the use of castor oil post-partum, instructions to 
the patient not to, under any circumstances, turn 
from the dorsal position, the application of a 
tight abdominal binder and many other old tradi- 
tions. 

The author’s object in caring for the parturi- 
ent duripg the puerperium as well as during 
labor is to simulate Nature as nearly as possible. 
During labor allow “Mother Nature” to do all 
the work and only assist when you are sure that 
she has failed and even then don’t be in a hurry. 

After delivery restore the birth canal to as 
near normal as possible, repairing all lacerations 
in a painstaking way and let it be said here that 
a non-absorbable suture material, in the long 
run, will give a much larger per cent of successes 
than if an absorbable cat-gut be used, for some 
overlook the fact that the secretions of the birth 
canal will digest twenty. day chromic cat-gut in 
from three to five days. From this it is evident 
that only the deeper strands are effective and it 
may be only a matter of luck whether the repair 
holds or not. 

It is also important, as Dudley? emphasized 


*Read before the North Side Branch, Chicago Medical So- 
ciety, Nov. 14, 1919. 
1. E. C. Dudley: Chicago Clinical Review, April, 1894. 
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as long ago as 1894, to be sure and “never at- 
tempt the primary or secondary closure of a torn 
perineum until you have fully and clearly dem- 
onstrated and appreciated the direction or direc- 
tions and extent of the injury.” Only last week 
was the author able to apply this teaching, when 
a perineum was closed by two distinct lines of 
suture, bringing the structures back to their 
normal position. 

At this time also, an examination of the rectum 
and external sphincter is advisable, for as you are 
all aware, even after a normal delivery, there may 
be a certain degree of prolapse of the congested 
and stretched bowel through the relaxed sphinc- 
ter. This condition is the main etiological factor 
for hemorrhoids that may cause the patient con- 
siderable annoyance during the days or weeks to 
come. This prolapsus through the external 
sphincter soon becomes the seat of a passive con- 
gestion due to the obstruction of the return circu- 
lation and should be avoided. This can easily be 
accomplished after all perineal repairs are fin- 
ished, by merely forcing the prolapsed bowel 
back through the sphincter by pressure applied 
with a conical shaped pledget of “Case cotton” 
wrung out of lysol solution. This procedure is 
very simple and gives gratifying results. 

Another condition which may be mentioned 
here is retained membranes. It is the author’s 
opinion that under no circumstances should any 
effort be made to remove them as it is a physical 
impossibility to remove all and at best one is only 
introducing infection into the uterus. Let them 
alone! In one case that the author delivered, 
the placenta, which was small and friable, was 
expelled without even a fringe of chorion at- 
tached. This caused the interne present, great 
consternation, and he was all for preparing for 
a major operation immediately. He was assured 
that there was no cause for worry and the pa- 
tient made an uneventful recovery. Roeder? 
cites 1476 cases of retained membranes, of which 
1307 were treated expectantly and 169 actively. 
In the first class the women were given ergot and 
vaginal douches twice daily and ice was applied 
to the abdomen. The 169 women had the mem- 
branes removed, partly digitally and partly 
instrumentally, and this followed by a lysol-alco- 
hol douche. Among the women treated-expect- 
antly fever occurred in 21.4 per cent and death 


2. Roeder: 
Vol. 35, 6. 


Monatschrift fir Gebirtschilfe und Gyniakologie, 
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in 0.23 per cent; of those treated actively, feve 
occurred in 42 per cent and death in 3.00 pe 
cent. 
is the author’s firm conviction that if the douche 


had been dispensed with, the fever occurring i 


the 21.4 pér cent could have been greatly reduce: 
In short, let these patients absolutely alone. | 
you must do something, elevate the head of th 
bed a little. 

After a woman has delivered, it is conceded b 
everyone that she should spend a certain time i 
bed, but this does not mean that she should r 
main on her back for two or more weeks. B 
all means, no! She should at once be cautione 
not to remain on her back any more than is abs: 
lutely necessary, for who ever saw a parturie: 
animal lying with all four legs heavenward? | 
is against all the laws of Nature. The auth 
feels just as strongly against the continued use « 
the abdominal binder. An abdominal binder ma 
feel grateful immediately after delivery to su 
tain the abdominal vicera and give a sense « 
support, which seems lacking after the tensi: 
of the latter months of pregnancy, but its ne 
is only transitory and one or two days will s 
fice. 

Let us for a moment see what happens when 
firm binder is applied and the women is co! 


These figures speak for themselves and i: 
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pelled to remain on her back for two weeks © 
more. First there is pressure on the sigmoid an’ 


rectum, causing an obstruction or at least a : 
tardation of fecal material, namely, constipati 
Second, there is traction or compression of t! 
uterine and ovarian veins, causing more or |: 
stasis and resultant uterine congestion, whi 
retards involution. Then there is constant t: 


sion on the utero-sacral ligaments and traction 


on the round ligaments, with a tendency for t! 
heavy uterus to gravitate into the pelvis with 
cervix approaching the introitus, prolapsus. 
Now, if this same woman has her binder 
moved and is allowed to lie on her side in 


a 


Simm’s latero-prone position or on her abdome». 


what happens? The heavy uterus gravitates « 
of the pelvis, the pressure on the bowel and 0\ 
rian vessel is relieved, the crevix points ba 
wards, removing the tension on the utero-sac: 
and the fundus inclines forward, relaxing ‘ 


round ligaments. Thus involution in antiflexi.’ 


is unhindered. 


Next comes the consideration of cathars-:. 


There is no reason why a woman, after a nor 
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ven after a forceps delivery, should develop 
n ileus, so why purge her? The only reason 
‘ she cannot have a normal bowel movement 
he fact that there has been enough trauma to 
rectum, so that for a short time its irritability 
been diminished, and if this is overcome, con- 
ition is avoided. The author’s method is to 
n on-the second day the administration of an 
e of liquid petrolatum with orange juice 
e daily, and to arouse the rectum and sig- 
1 from its lethargy by a small soap suds 
ma whenever necessary. It may be necessary 
rive this soap-sud enema daily for the first 
‘¢, but diminishing quantities daily will suf- 


‘hen again catharsis checks or arrests com- 
‘ly the work of milk production in the mam- 
y glands, and Kettner* states that “A dose of 
oil or any other purge may turn the scale 
nst the normal development of lactation, es- 
lly if the child does not take hold well.” 
\Vhen should the child nurse? As soon as the 
her has had a good rest after delivery and 
then on, every four hours. This early 
simption of nursing is of four-fold value, for 
ssens any tendency to postpartum hemor- 
haze and expels clots from the uterus by stimu- 
n; it teaches the child to nurse early ; it stim- 
‘s milk production; and lastly, the colostrum 
‘ature’s cathartic and cleans the meconium 
t of the infant’s intestinal canal. 
At this period the mother has all she can do to 
ver from the exhaustion concomitant with 
labor and the manufacture of milk, to say 
ing of having to accustom herself to a new 
ronment, so that it should be a set rule that 
is to see no visitors until the milk flow has 
established and the child has begun to gain. 
he breasts need little care, except that the 
les should be cleansed with a boricacid solu- 
before and after each nursing, and in the 
im, covered by a sterile gauze. If the breasts 
pendulous and painful, they may be sup- 
d by a light binder in the form of a loosely 
g sling, but in no case should the tight 
st binder be used. It is essential for the 
re milk supply that there be no compression 
there should be free access of air. Often, 
luring the period of engorgement the breasts 
ne hard and painful, but this is only a 
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venous congestion and not a retention of milk, so 
that twenty minutes steaming with a bath towel 
wrung out of hot water will allay all symptoms. 
In rare instances it is necessary to follow this by 
a deep massage toward the ‘axilla in order to 
re-establish the venous Following this 
technique the author has never had a breast 
abscess. Note.—Since going to press. one has de- 
veloped. 

If the nipples become tender or cracked, it is 
customary to apply a nearly saturated solution of 
magnesium sulphate on a large dressing covered 
with oil silk. This dressing, however, must not 
be allowed to dry out or a dermatitis will ensue. 
Often a lead nipple shield will suffice. 

On the second day the patient is allowed to 
have the back-rest up for meals and on the morn- 
ing of the third day, resistant exercises are insti- 
gated. 
tant. 


flow. 


These the author considers most impor- 


They consist of extension and flexion of 
the arm by the nurse, the patient resisting and 
the same with the legs, taking them one at a 
The object of this is to restore muscular 
tone and nearly every muscle in the body is 
brought into play in order to overcome the resist- 
ance offered. This naturally increases the circu- 


time. 


lation and most patients state that aside from the 
feeling of “well-being” they notice that there is 
not nearly the tendency to constipation. 

Any time after the eighth day the patient is 
allowed to leave the bed and sit in a chair nearby, 
being cautioned not to stay up long enough to 
become fatigued. This rule, however, does not 
hold in cases where lochia is very profuse or 
where there have been extensive perineal repairs. 
This leaving the bed early has been advocated by 
Kustner and Kronig* with brilliant results. 

It is the custom of the author not to restrict 
the diet of these parturient cases, but rather to 
give them a full nitrogenous diet, because, as has 
been pointed out by Seitz,® while during preg- 
nancy there is a marked increase in nitrogen ac- 
cumulation, after delivery there is a deficiency 
of the albuminoid assimilation. 

For fear that this discussion become tiresome, 
the author wishes to state briefly that in his opin- 
ion the postpartum period should be considered 
as lasting for six or eight weeks after the birth 


of the child and that during this period the pa- 


4. Seitz: 
5. Seitz: 


Deutsche med. wochenschr., Sept. 5, 1912. 
Deutsche med. wochenschr., Sept. 5, 1912. 
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tient should be under observation. On the 
twelfth day the patient is allowed to go home, 
after having received instructions to exercise 
the abdominal muscles by elevating the legs to 
a right angle while lying flat on her back, 
morning and night. This period of exercise is 
followed by the assumption of the knee-chest 
position for eight to ten minutes, care being taken 
to inflate the vagina by separation of the nates. 
At first thought it would seem as though these 
leg exercises would tend to crowd the viscera into 
the pelvis, but in actual practice the reverse is 
true, for during the lifting there is a negative 
pressure established in the pelvis that is demon- 
strable. The knee-chest position speaks for it- 
self. 

During the fifth week the patient returns to 
the office for examination, at which time the con- 
dition of the perineum and cervix is noted and 
the position of the uterus is determined. In a 
certain percentage of cases the uterus is retro- 
posed, the fundus lying back of the mid-horizon- 
tal line and of a boggy consistency. If these dis- 
placements are now corrected and the uterus held 
in place for a time, involution will occur normally 
and the woman will suffer no further discomfort. 


This is accomplished in either one of two ways; 
after restoring the uterus to its normal position, 
it is either held there by a wool tampon for from 
thirty-six to forty-eight hours, after which a 
douche is taken, or it is held in place by a prop- 
erly fitted pessary for a period of from two to 
four weeks. 


30 North Michigan Avenue. 





MERCURY IN THE TREATMENT OF 


SYPHILIS 
Louis D. Smiru, B.S., M.D. 
Assistant Professor of Urology and Syphliology, Post-Graduatd 


Hospital and Medical School. Assistant in Geni- 
tourinary Department, Rush Medical College. 


CHICAGO 

The subject of the use of mercury in the 
treatment of syphilis is of course no new item, 
and there is no intention to convey this impres- 
sion. The purpose of this paper is, however, to 
touch upon a different phase of its administra- 
tion and to call to the attention of the profession 
a new preparation, one that appears to me after 
a trial of almost a year, to take as important a 
place in the armamentarium of antiluetic medi- 
cation as neoarsphenamin. 
Briefly summarized, the methods in vogue con- 
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sist of the unsatisfactory oral use of mercury 


pellets, the uncertain dosage and inconven on 


method of mercury rubs, the doubtful abswrb- 


ability of rectal suppository of blue ointment, ‘he 
painful but effective soluble and insoluble in‘ra- 
muscular mercury injections. Measured dos: ves 
have been given intravenously and painless! 
the form of either bichloride or cyanide in | 
quantities of water or normal salt. This 
approached the ideal method of mercury ad» in- 
istration, for then the absorption is definite, 
the relative disabling pain of the intramus: 
injection has been eliminated. However, 
local corrosive action of both bichloride 

cyanide given intravenously, as a rule soone 
later, militates against its prolonged use. 

In seeking a preparation that would 
inate this objectionable feature of i: 
venous mercury injections, my attention 
directed fo the Parke, Davis & Co. 
aration, Mercurosal (disodium mercuri-sa 
acetate, C,O,H,Na.Hg), which contains ; 
44 per cent metallic mercury by weight. | 
derived from mercuric acetate and salicy]-: 
acid. 

According to the manufacturers, “it is { 
soluble in water, giving a slightly alkaline 
tion, which is permanent provided it be 
protected from light. The solution does 
show any of the chemical reactions of mercur 
in its ordinary salt form, and when mixed with 
blood serum no precipitate forms. 


toxicity of mercurosal as determined by inira- 


venous injection into laboratory animals 
been shown to be about one-seventh that of 
cury bichloride. The minimal lethal dose a 
istered intravenously to dogs, 6 pounds in 
is 8 mils of the 2 per cent solution.” 

In the following five cases selected to 
onstrate its éffectiveness as mercury medi: 
and to show the absence of the local irrit: 
on the vein, the method of-administration 
interval and seat of injection is indicated « 
Throughout the trials a small section of th 
was purposely selected to show this. As 
as twenty-seven injections have been gi\ 
less than half-inch of vein space. In ext: 
experience with bichloride intravenous 
tions, seldom could more than one-fifth 
grain be used over a period of time at thr 
intervals, even with the use of thirty cubic : 
meters of water, without creating a phlebitis 
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the use of mercurosal more than one-half grain 
is used at shorter intervals over a longer time 
without this corrosive action. At the same time 
he effect of mercury is demonstrated by the 
inieal evidences of saturation which is easily 
under control. 


O. L—Chancre, November, 1918, with nothing but 
ocal treatment. No secondaries. First seen April, 
19, with a 4 plus Wassermann. Was given five 
injections of 0.30 gm neoarsphenamin at three-day 
ntervals, followed by mercurosal (14 ampoule) thrice 
ekly, using 15 injections. The treatment was 
topped a month and a Wassermann was negative on 
od and spinal fluid. A second blood Wassermann 
atrer three months was also negative. 
The above, a neglected case with a 4 plus Wasser- 
nn, exhibited a successful outcome with only five 
mall doses of Neo and fifteen injections of mer- 
-urosal, which can be considered very little treatment. 
» test the irritant action of mercurosal on the vein, 
fiftteen injections were placed within~one inch 
i space in the basilic vein, and yet no phlebitis re- 
u'ted. Gum tenderness was slight and not trouble- 
ne. 

B.—Chancre, November, 1918. When seen in 
“ebruary, 1919, he had a maculo-papular eruption, 
ith mucous patches in the mouth and falling of the 
iair. His Wassermann at this time was 4 plus. He 

s given four injections of 0.30 gm Neo at three- 
intervals, followed by fitteen injections of full 
ampoule mercurosal thrice weekly. Three weeks 
iter the last treatment, his blcod and spinal fluid 
ielded a negative Wassermann. 


This, a well established case, in the secondary stage, 
wise responded to an unusually limited course of 
reatment, consisting of four 0.30 gm Neo and fifteen 
mercurosals. The latter were also given in one vein, 
sites not extending beyond one inch, with no 
il effect on the vein and only slight evidence of 
vation despite the fact that the patient’s teeth 
re in bad shape. 


H. C. W.—Had a chancre, December, 1916, and was 
rated then with internal mercury on and off for 
months, but exhibited a 4 plus Wassermann after 
t. His physician then administered intramuscular 


‘ 


nercury weekly for four months. He then entered 
army service. While here there appeared a tu- 
‘cular syphiloderm. He was then given at three- 
intervals, 0.45, 0.60, 0.60 and 0.60 gm Neo. He 

ut abroad and had no treatment for a year. Upon 
return his Wassermann was 4 plus (April, 1919). 
le was given 10 daily injections of 0.30 gm Neo, 
lowed by fifteen injections of 21/2 Cc mercurosal 
t three-day intervals. Treatment was then stopped 
two weeks, but the Wasserman was still 4 plus. 
daily injections of 0.30 gm were again admin- 
red. The blood Wassermann was still 4 plus 
ile the spinal was negative. After a lapse of two 
vceks four injections of 0.75 gm Neo were given 
' four-day intervals, followed by twelve injections 
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of 5Cc. mercurosals at two-day intervals. Two weeks 
later the blood Wassermann was negative. 

This was an unusually resistant case with a marked 
tolerance to salvarsan. He had been given twenty- 
four doses of salvarsan, some daily. The early mer- 
cury treatments were of no avail, since this was 
followed by a tertiary eruption. After a course of 
salvarsan therapy he received 27 mercurosals in the 
same vein, utilizing one inch space of this purposely 
to test out the irritant action of the drug. Aside 
from a metallic taste and temporary diarrhea no un- 
pleasant effect resulted. 

E. B. M—Had a chancre in 1916, but had had no 
treatment other than local applications. He had not 
had any eruptions, but at the time of appearance at 
the office felt considerably run down and nervous. 
The Wassermann on July 10, 1919, was 3 plus. From 
July 12 to 19 he was given daily injections of 0.30 
gm Neo. From August 12 to September 13 he had 
been given fifteen injections of 5 Cc mercurosal at 
the average rate of three injections a week. A Was- 
sermann on October 24th was negative. 

Latent syphilis duration three years revealed nega- 
tive serology after eight daily 0.30 gm Neo and fifteen 
5 Cec intravenous mercurosals, the latter administered 
in the same vein without causing unpleasant local 
or general symptoms of mercuralization. 

Miss K. A.—Had as the only manifestation of 
syphilis a patch on the tongue with a 3 plus positive 
Wassermann. She was given 0.30 gm Neo followed 
by two injections of 0.45 gm each. Because of a 
severe reaction following the last treatment, salvarsan 
was discontinued and mercurosal in 5 Cc doses twice 
weekly for fifteen treatments given. This was then 
followed by three injections of 0.30 gm Neo at four- 
day intervals. After a rest period of two weeks a 
blood Wassermann was negative. 

A slenderly built woman, weight 112 pounds, was 
given six small doses of Neo and fifteen 5 Cc mer- 
curosals, the latter in the same vein. A _ metallic 
taste prevailed, but no local effect on the vein ap- 
peared. 

SUMMARY 

In conducting this work it was my object 
solely to determine whether or not it was possi- 
ble to use the drug safely as an intravenous 
medication, which method appears to me to be 
ideal in giving mercury. The dose absorbed is 
thus measured and the method painless. The 
question as to whether mercury or salvarsan is 
the best remedy does not enter here, although the 
combined treatment is recognized to be proper. 
I believe that it is here demonstrated that mer- 
curosal in a dosage of 5 Ce containing over 
14-grain mercury answers the question of mer- 
cury medication more than well, since it is pos- 
sible by its use to employ a larger dosage of mer- 
cury more safely and painlessly than any other 
form. It will be interesting and important when 
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the product, which is not yet on the market, 
will be given further and extended trials, as it 


lends itself to easy administration. 
25 E. Washington St. 





THE COMPARATIVE VALUE OF ARSENO- 
BENZOL BILLON BY INTRAVENOUS AND BY 
INTRAMUSCULAR INJECTION.—Leonard (Brit- 
ish Medical Journal) treated 428 primary cases. of 
syphilis with injections of arsenobenzol, 260 intrave- 
ously, 168 intramuscularly; also 83 tertiary cases, 66 
intravenously, 17 intramuscularly. 

The doses by the two methods were about the 
same: .45 milligrams the first day; .45 the 8th day; 
.45 the 15th day intravenously and .60 milligrams in- 
tramuscularly. On the 29th, 36th and 50th days .60 
milligrams; on the 57th day .75 intravenously and 
.60 intramuscularly. If the Wassermann reaction was 
still positive, iodide of potassium and mercury was 
given for 15 days, followed by injection of .45, .60, 
or .75 milligrams at 8-day intervals according to the 
intensity of the reaction. An intramuscular injection 
of mercury was also given if the patient tolerated it. 

The intravenous injections were made with con- 
centrated solution, 5 c.c.; for the intramuscular in- 
jection, 15 c.c. administered with an analgesic for 
which the formula is not given. Immediately before 
the injection the patients wefe given an injection 
of morphine. 

There were 95 percent negative Wassermann reac- 
tions after the intramuscular injections; 88.5 percent 
after the intravenous. Herpes, exfoliative dermatitis, 
headache and vomiting followed the intramuscular 
administration oftener than the intravenous. 





A REMARKABLE CASE OF VIRILITY. 

Privy Counsellor Dr. Horch reports the following 
unique case (Zeitschrift fur Sexualwissenschaft, De- 
cember, 1919) from his legal practice: 

A man 80 years old is suing his wife who is 44 
years old for divorce on account of her obstinate 
refusal to fulfill her marital duties. The wife, on 
the other hand, complains that her husband who is 
perfectly potent and strongly libidinous, demands 
sexual intercourse from her every single day. The 
wife refuses to accede to his demands, first, because 
he is rough and nasty, but chiefly because she is 
afraid of becoming pregnant, as he is perfectly virile 
and refuses to employ any prevenceptive measures. 

This case is another proof of the extreme age to 
which a man’s potency, both potentia coeundi and 
potentia generandi, can last. The wife asserts that 
the husband is free from any perversion and demands 
sexual relations only in the normal manner. 


THE SOLDIER AND TUBERCULOSIS.* 


Ciarencr L. WHeEaton, M. D., 
Major, Medical Corps, U. S. A. 
CHICAGO. 


Out of the chaos of war there will come con- 
ditions of calm and quiet, disclosing to us many 





*Read before the Tri-State Medical Association, at Rock- 
ford, Ill, Sept. 1-4, 1919. 
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new medical problems and the consideration .{ 
old problems in a new light. 

The tuberculosis problem, while it rightly ¢ 
cerns us in the mobilization of great armies 
with all its social and economic phases essenti: 
a peace-time problem, the war having broughi 
crucial test the real value of many theories, 
ceptions and assumptions. 

The duties of a soldier not in active campa 
do not predispose to tuberculosis in the Ameri 
army. With regular hours of life and cert 
prescribed exercise, excellent food, good hous 
and enforced temperance, the soldier physic 
improves from the time of his induction into 
military service. On the other hand, it ad 
of no argument that the rigors of an active c: 
paign in an enemy country, trench life, fo: 
marches, together with the nervous strain 
actual combat, would promptly lower the 
munity resistance of most men not in pi 
physical condition and speedily cause reaci 
tion of any healed tuberculosis that may hav: 
eaped detection. It is, therefore, apparent 


men with healed lesions of moderate extent 
those with active manifest tuberculosis mus! 
promptly rejected. Tuberculosis examiners 1 


hold to the service men who allege tubercu! 
as a ground for exemption or discharge on 


basis of insufficient or incorrectly interp: 


signs and symptoms. 

A tuberculosis examiner must also 
whether or not the disease has been incurr 
lire of duty, not alone as a protection to 
Government, but in justice to the soldier. 
for patriotic reasons may conceal symptom 
tuberculosis which they know to exist; some 
with active tuberculosis may enlist with a 
to obtaining a pension and treatments, others 
repent of their action im volunteering and a 
symptoms of tuberculosis with a view of secu 
discharge, they may even fortify their claim 
certificates of disability and radiograph. 
must be exercised in not diagnosing tubercu! 
on subjective symptoms and on physical s 
which are normal or indicate healed lesio1 
very moderate extent or lesions of an unim} 
tant nature. 

The American people were greatly distur 
to learn that 86,000 soldiers had been discha": 
from the French army on account of tubercu! 
during the first year of the war. These statis 
were spread throughout the country by ene: 
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propagandists and created a widespread phthisi- 
phobia. These figures, however, represented 
nothing (according to Maj. Edw. Rist of the 
French Army) but a diagnosis of tuberculosis 
made by practitioners who recognized in every 
chest and lung affection—tuberculosis, and it 
was later shown that not less than twenty per 
cent. of these supposedly tuberculous soldiers were 
not tuberculous at all. 

The Tuberculosis Clearing Station established 
by the writer at Camp Grant, Ill., has shown that 
the majority of patients that have chronic cough 
have quite properly been placed under observa- 
tion for tuberculosis, malignant growths of the 
lung and mediastinum, abscess of the lung, bron- 
chiectasis, emphysema and syphilis. The hemo- 
ptysis of cardiac disease have all been diagnosed 
tuberculosis until careful study and observation 
proved to the contrary. 

The initial selective draft of 1917, upon the 
male population of military age, was a census of 
the physical constitution of the people of the 
United States. It was discovered in the exami- 
nation of the first million drafted men that 3,616 
had sufficient tuberculosis to cause rejection. Of 
these 1,288 came from the city and 2,388 from 
rural districts. 

The examination of the 86th Division was con- 
ducted at Camp Grant, Ill., by a board of officers, 
all of whom had practical clinical experience in 
uberculosis work. The personnel of the Tuber- 
ulosis Clearing Station established at Camp 
Grant April, 1918, was selected from this board 
f clinicians. The first report to the Surgeon 
General on the tubercuiosis survey at Camp Grant 
ind the examination of the 86th Division, cov- 
ered 21,700 men, according to company roster. 
‘he total number of cases of tuberculosis found 
was 204, or 0.94 per cent; recommended for dis- 
tharge from the service 138, or 0.63 per cent; 
incipient pulmonary tuberculosis, Class “A,” 66, 
r 0.304 per cent. 

In the second increment 5,396 men were ex- 
amined, rejected 0.685 per cent ; third increment, 
6,359 men examined, rejected 0.519 per cent; 
fourth increment 9,457 men examined, rejected 
0.327 per cent ; fifth increment 15,410 men exam- 
ned, rejected 0.24 per cent; a total of 58,322 
men examined. The records of the Tuberculosis 


Clearing Station, November, 1917, to May, 1919, - 


including the examination of the 86th Division, 
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show that 87,196 men were examined, 859 re- 
jected, or 0.985 per cent. In our country’s great 
emergency we did not have the wise adviser 
called time; we could not study the progress of 
our cases for a period of weeks; time, however, 
has now proved or disapproved our diagnosis. So 
far as I can determine, demobilization has shown 
that we did not seriously err and that our army 
was efficiently examined. In considering clin- 
ically the chest examination of soldiers for tuber- 
culosis, we may note that small tuberculous 
lesions usually confined to the apex, may be 
manifested by rales with few other changes to be 
noted, especially as regards breath sounds, per- 
cussion note and voice transmission, the radio- 
graph at this time showing no shadow density. 
This is especially true of certain very acute 
lesions. As infiltration proceeds and more lung 
tissue becomes involved, the process may stim- 
ulate a broncho-pneumonia of a caseous nature, 
characterized at first by the usual signs of pneu- 
monia, crepitant and sub-crepitant rales, coarse 
and distant rales from the larger bronchi, impair- 
ment of the expansibility of the lung with dull- 
ness or tympanitic percussion note. 

With marked destruction of lung tissue there 
are cavity signs with large and moist rales of 
varying size. The tuberculosis presenting itself to 
the army examiner is usually of a chronic type. 

Realizing as we do the insidious nature of 
tuberculosis, and at times the absence of consti- 
tutional disturbance, many cases run their course 
to a moderately advanced stage without the 
knowledge of the subject, and they tell us in good 
faith that they have never been seriously ill and 
that they have never had tuberculosis. These 
lesions are often devoid of moisture, the breath 
sounds are harsh, and the expiratory murmur is 
usually prolonged, there is increased vocal fre- 
mitus and resonance over the affected area, and 
percussion dullness is usually pronounced. The 
more acute the process the less marked are the 
changes in breath sounds with moisture predomi- 
nating. 

In the examination of the chest, I wish to em- 
phasize the great importance of expiration and 
cough for the purpose of detecting moisture. The 
patient is requested to formbly expel air from the 
lungs after the act of expiration, the cough is 
produced immediately at the end of the expira- 
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tion, inspiration follows with production of the 
rale. This method of detecting moisture is very 
commonly used in the examination of soldiers. 
In the mechanism of the production of the rale 
by this method the lumen of the bronchus is 
diminished by expiration and the agglutinated 
surfaces of the vesicular walls are separated by 
the act of inspiration, resulting in the produc- 
tion of the so-called crepitant rale in the presence 
of moisture. In the army, in the absence of other 
findings, we disregard as evidence of pulmonary 
tuberculosis the following: Slightly harsh breath- 
ing, slightly prolonged expiration over the right 
apex above the clavicle anteriorly and to the third 
dorsal vertebra posteriorly, the same signs at the 
extreme apex, left, same signs 2nd interspace 
right anteriorly near sternum proximity of right 
main bronchus; increased vocal resonance, 
slightly harsh breathing immediately below the 
center of left clavicle, fine crepitation over 
sternum heard when stethoscope touches edge of 
that bone, clicks heard during strong inspiration 
or after cough in the vicinity of the sterno-costal 
articulation. 

The so-called atelectatic rales heard at the 
apex during first inspiration, which follows a 
deeper breath than usual, disappearing after 
cough; sounds resembling rales at base of lung 
marked in right axilla, limited to inspiration, 
similar sounds heard at apex of heart on cough, 
prolonged expiration heard at left base pos- 
teriorly, slight harshness of expiratory sound with 
prolonged expiration in the lower paravertebral 
regions of both lungs posteriorly, most marked 
about the angle of the scapula, disappearing a 
short distance above that point equal on both 
sides or slightly more marked at the angle on one 
side, more frequently the left. 

Attention is called to the value of the radio- 
graph as an adjunct to diagnosis in pulmonary 
tuberculosis. We recognize that the same laws 
that apply to the transmission of sound apply te 
the transmission of light. The pathology in the 
lung incident to tuberculous infiltration is 
capable of producing certain changes on auscula- 
tion in sound waves, depending in their pitch on 
frequency of vibration, in their loudness on the 
amplitude of vibration, and in their quality de- 
pending upon what overtones combine with the 
fundamental and on their relative intensities. 
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And so with the radiograph, the same patholog 
produces changes in the vibration of light waves 
and records on the sensitive film in definite and 
permanent form varying shadow densities de 
pendent upon the pathology and the degree of in 
filtration in the lung or the intercepting mediun: 
between the luminous body “the Crooks tube” 
and the lung as exemplified by serous effusions 0: 
empyema. In the radiographic studies of sha 
dow density in tuberculosis a certain definit 
method of procedure must be employed. By 
means of fluoroscopy, especially fluoroscopy (ver 
tical), we can study fluid containing cavities, ac 
cumulations of fluid in the pleura; in this th: 
value of the vertical position is apparent. Th: 


recognition of shadow densities by means of th: 
fluoroscope will enable us to determine by con 
firmatory physical findings the extent of th 


lesions in a tuberculous infiltration. It must b 
remembered, however, that all shadow densitir 
are not due to tuberculous infiltration. 

The study of diaphragmatic mobility and ex 
cursion is of the greatest importance. Masses 0 
air containing vesicles and frequently early tube 
culous infiltration, producing showers of crepitan' 
rales, will prove negative at times so far as tl 
plate is concerned. The infiltrated and engorg: 
bronchi, blood vessels and lymphatics, howeve: 
produce shadow densities of varying degree wit 
shadowy network radiating from the hila towa! 
the periphery. It must be remembered that 
tuberculous process of several mm. is necessa! 
to produce definite density and lung marking: 
Time and again definite physical findings of i 
cipient tuberculosis, accompanied by considera! 
moisture, give a negative plate. Extensi 
tubercle deposit accompanied by a pneumor 
exudate usually appears as a faint homogeno 
shadow indistinct in outline. This may be s 
eral mm. to a centimeter in diameter. Fina! 
with extensive tuberculous infiltration there is 
coalescence of these shadows producing the larg 
homogenous shadow of considerable densii 
Physical signs are at times absent in the pr 
ence of deep-seated cavities plainly visible « 
radiographic study; they appear as ring-li 
structures and usually imbedded within the i: 
filtrated lung surrounded by a capsule of con 
nective tissue. If the cavities are less than ov 
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ch in diameter and contain a little air and are 
ithout a definite capsule, they are difficult of 
ognition. A cavity of large size, on the other 
nd, filled with secretions will cast a shadow of 
ficient density to at times make it 
iguishable from the infiltrated lung. 
At times on radiographic study, with little con- 
lidation, the plate shows no evidence of struc- 
ral difference; marked deviation from normal 
dows is indicative of pathological change in 
lmonary tissue. For the study of localized 
ilateral increase of density a good transillumi- 
tion is essential. If there is no absence of 
umetric change, there is probably no gross tis- 
: abnormally. 


indis- 


Subjective and objective signs usually precede 
uctural lesions distinct shadow 
inges. Fuoroscopic examinations are unre- 
ble in the diagnosis of early tuberculosis. Dia- 
ragmatie excursion is readily noted; shadow 
|-nsities outlining the compressed lung in pneu- 
thorax are readily distinguished. The struc- 
al changes in advanced phthisis are wonder- 
ly outlined, and much valuable information as 
the extent of the lesion may be obtained. The 
liograph should be carefully studied by all 
0 would make a specialty of diseases of the 
st. The relation of shadow densities to physi- 


showing 


findings is of the greatest importance and 


ctical value. The stereoscope is quite as much 
instrument of precision as the stethoscope if 
iperly used. 
[t is manifestly indicated that in a cantonment 
wer 50,000 population the full measure of effi- 
ney in tuberculosis control is not obtained by 
work of the general examining boards alone, 
| the exclusion of the men found tuberculous 
this time. Provision in some form should be 
de for the detection and control of tuberculosis. 
‘llowing such examination, open cases must be 
mptly detected and hospitalized at once, later 
ug sent to the sanitarium. 
\t the close of the examination of the 86th 
ision, the writer was assigned to duty at the 
‘e Hospital, and at this time established the 
berculosis Clearing Station. To this station 
suspect cases from the regimental infirmaries 
| the sick and wounded office were sent for 
ervation and diagnosis, and cases from the 
ieral examining board as well. Routine ex- 
amination of sputum were made in all cases of 
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suspected tuberculosis throughout the camp, fre- 
quently detecting the disease in well nourished 
patients without marked clinical manifestations, 
patients who might have remained in the service 
an indefinite period of time or until their disease 
caused physical incapacity. All doubtful cases 
occurring in camp were here studied and final 
disposition made. 

The Tuberculosis Clearing Station at Camp 
Grant was successful in largely keeping the can- 
tonment free from tuberculosis, and I do not 
know of any other method of control that would 
have been as successful. under- 
stood that the x-ray department, nose and throat 
department and general laboratory were all acces- 
sible to the Clearing Station and freely used. 

The efficient work of all the local examining 
hoards, through adjacent states, was a factor of 
greatest importance and largely accounted for the 
comparatively small percentage of tuberculosis 
found among drafted men reporting to 
Grant. 

In conclusion let us hope-that the work of the 
physician in this war will add much of value to 
scientific medicine. These men have gladly 
abandoned their professional life for the sake of 
civilization and mankind everywhere; research 
for a time has been abandoned, but the new con- 
ditions created by the state of war will unfold to 
us new problems worthy of our serious consider- 
ations; not the least of these is the tuberculosis 
problem. 


OSTEOMYELITIS OF 
ORIGIN.* 
A. B. MceQuiiuan, M. D., 

EAST ST, LOUIS, ILL. 


It is, of course, 


Camp 





TRAUMATIC 


The gravity of osteomyelitis has always been 
recognized, and also its chronicity and difficulty 


of treatment. The past war, with its preponder- 
ance of osteomyelitis of traumatic origin, greatly 
emphasized that fact, and called for a better 
knowledge of the pathology and treatment. Trau- 
matic osteomyelitis of civil life has the same 
pathology as the military and demands the same 
treatment. By the repeated acute attacks and 
the chronic course it follows, it greatly diminishes 
the working ability of the patient and exposes 
him to all the dangers of chronic infections. 
Through atrophic changes in the muscles, vessels 


*Read at the meeting of The Southern Illinois Medical 
Association, East St. Louis, Nov. 6-7, 
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and nerves in the part affected, by the phe- 
nomenon of chronic arthritis that it develops in 
neighboring articulations, it always entails a loss 
of function. It is tenacious in its course and its 
final cure is always difficult. 

Chronic osteomyelitis may follow a contusion 
of the bone as in simple fracture or following an 
amputation, but the most common and the most 
difficult to treat are those following compound 
fractures and especially those that are commi- 
nuted. 

The pathology differs from that of simple 
osteomyelitis. In simple osteomyelitis the infec- 
tion is carried through the blood stream to the 
medullary canal with a consequent pus infection, 
which if operative proceedings are not instituted, 
breaks through the cortex, dissecting off a greater 
or lesser area of periosteum, and finally reaching 
the external surface by means of an abscess or 
fistula. In traumatic osteomyelitis the picture of 
simple osteomyelitis is exceptional. Due to the 
character of the violence and the manner and 
rapidity with which the violence is received, the 
wound is infected, most probably with foreign 
matter and foreign bodies, frequently carried into 
the medullary canal or caught between the bone 
ends, or the infection is fostered by the blood 
clots around or between the bony fragments, 
which furnish an unusually fertile field. As the 
infection subsides, bone callus is thrown out, and 
osteomyelitis has a tendency to throw out large 
bony deposits, especially in the comminuted frac- 
tures due to the displacing of the osseous ele- 
ments, and we have a more or less firm union of 
the fragments with a persisting fistula and fre- 
quently sequestra. There is another type in 
which there is loss of bony substance in the long 
axis of the bone, but which does not extend 
through the entire diameter. Here we have an 
infection with possible foreign bodies or seques- 
tra, and in the healing process, dense cicatricial 
tissue which retains within itself more or less of 
the infecting agent. Due to the loss of bone sub- 
stance and periosteum, the cortical edges undergo 
a rarefication and then a sclerosis, with the result 
that new bone is not produced to fill the gap and 
a consequent bridging over of the medullary 
canal with cicatricial tissue enclosing the infec- 
tion in the canal with a resulting fistula. Fre- 
quently this sclerotic area becomes intensely 
eburnized. 

The diagnosis is made from the nature and 
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character of the injury, character of treatme: 
and response to treatment, the bony fistula whe» 
present, and in a great majority of instances 
is present, and the x-ray findings. The x-ray o°- 
fers one of the most valuable, if not the mo-: 
valuable, diagnostic aids we possess, and multip e 
radiograms should be made from different : 
pects of the bone so as to reconstitute the ty; 
of the fracture and tract of the fissures. In i 
diaphysis they show the form and limits of 1 
bony callus, and render visible the inflammat: 
ostitic cavity, its extent and sequestra. In t 
epiphysis, radiograms show the areas of softeni: » 
and the extent and the decalcified zones ab 
them. They also frequently indicate the pro; 
site for incision. Additional information may 
obtained by placing a silver wire in the fistulas 
injecting them with bismuth paste before maki 
the exposure. In this way a sinus is frequen 
shown to lead directly to a sequestrum. 

Treatment: The proper treatment for the | 
vention of chronic osteomyelitis is early adequ 
surgical treatment of the fracture. Free expos: 
removal of debris and foreign bodies, and remo 
of free bony fragments and fragments still «. - 
herent but badly contaminated and not likely 
survive. 

When chronic osteomyelitis has developed, ‘ 
cure is only by surgical measures and should 
resorted to at the earliest possible moment. 1 
demands a free exposure, and the incision sho 
be long whatever the seat of the disease, as ' 
induration of the soft parts always renders 
traction difficult, complete removal of the | 
lesion and rendering the cavity into a plane - 
face so that drainage is complete and no cha 
of the secretions pocketing. Great care and g 
judgment must be exercised in the remova! 
the lesion. It must be thorough, bone sinuses 
lowed and completely eradicated and the fung 
ties removed, yet no more healthy bone subsia: 
removed than absolutely necessary, so that cica 
zation can be secured as soon as possible. 
site of the incision is of great importance, b: 
frequently made through the fistula and in 
long axis of the bone or limb, but should this : 
have a serious disadvantage or be dangerous i 
position, it is perfectly right and proper to m® 
the point of entrance at the most advantage’ 
site. Hemorrhage should be well controlled, ‘.° 
wound left wide open and packed tightly w:' 
gauze saturated with Dakin solution. The wou"! 
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is dressed daily, being thoroughly scrubbed with 
neutral green soap and then with alcohol and then 
repacked with Dakinized gauze tightly enough to 
obliterate all spaces and to keep the soft tissues 
from contracting. The interval irrigation method 
of Carrel may be followed, or moistening the 
packing thoroughly several times a day seems to 
give as good results when the Dakin solution is 
used. Scrubbing daily with green soap and al- 
cohol insures firm and healthy granulations and 
eradicates the minute pockets of pus that de- 
velops under some of the granulations. 

When the bone is covered with healthy granu- 
lations, muscle autoplasty is done and the wound 
closed. This should not be done until the bac- 
terial count shows not more than one or two to a 
field and most certainly not over three. The use 
f Beck’s paste, Bipp and fat transplants in a 
number of cases primarily seem to give good re- 
sults, but it is argued by opponents of these meth- 
ods that they do not take away the cause of the 
evil and that recurrence is inevitable. 

Before operating whenever possible, mechano- 
therapeutic treatment should be instituted. Mas- 
sage of the atrophied muscles and the musculo- 
tendinous stiffenings, and heat and light for the 
id wounds and scars all contribute to the success 
f the operation. Following the operation me- 
chano-therapeutic treatment of the muscles and 
joints and the prevention of deformity should be 
immediately instituted. Where a fracture is pos- 
sible a splint, brace or stabilizing apparatus 
should be used. 

Conclusions: The treatment of osteomyelitis is 
first of all preventive; that is to say, simply the 
treatment of the foyer of the fracture. 

The treatment of established osteomyelitis is 
purely surgical. It should be instituted early. 
It consists in: 

(a) Wide opening of the infected focus. 

(b) Careful search and ablation of all seques- 
tra and foreign bodies. 

(c) Converting cavities into plane surfaces. 

These operative steps accomplished, two re- 
nain : 

(a) Either the immediate closure of the 
vound, secured, if necessary, by flap autoplasty. 

(b) Chemical sterilization of the wound and 
secondary autoplasty as required to fill in the 
sseous cavity and to permit of its suture. The 
latter method is most generally applicable, 

Cahokia Building. 
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CONCERNING CYSTIC DILATATION OF 
THE VESICAL END OF THE URE- 
TER WITH REPORT OF CASE* 

F. Kretsst, M. D., anp Wu. H. Gent, M. D. 
CHICAGO 

At the present time the cystic dilatation of the 
vesical end of the ureter—that part of it which 
is located in the bladder wall—while by no means 
an every-day observation, is not the clinical rarety 
which it used to be. Civiale mentioned it in 1843 
and since then a number of others have reported 
these formations as occasional findings during 
an autopsy. Blumer of Johns Hopkins collected 
thirteen cases from the literature to the date of 
his publication in 1896, and J. R. Cauik states 
that but sixteen authentic cases were collected 
until the year 1898. 

However, 


the diagnosis of the anomaly intra- 


Fig. 1. Cystoscopic picture of uterocele in 


this case. 


vitam and the appreciation of its relation to the 
various vesical and renal symptoms began with 
the more general employment of the cystoscope 


and the ureter-catheter. The first case diagnosed 
in this way and successfully operated on was 
reported by L. Wolf in 1899. 

The opinions regarding the etiology are divi- 
ded—some considering it as a congenital mal- 
formation, others as a condition resulting from 
infection or a trauma, the advocates of the latter 
cause basing their contention on the fact of its 
prevalence in women who had borne a number 
of children and passed through more or less, 
difficult labor. 


Read at the Mississippi Valley Meeting Oneier, 1918 
“i before the Chicago Medical Society Jan. 14, 1920 
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For the cases in which there is distinct evi- 
dence of a congenital origin of the deformity, 
Rummel offers as an explanation the very oblique 


Fig. 2. Prolapse of the ureter. 


course which the ureter takes through the blad- 
der whereby the upper wall, at least for a cer- 
tain distance, is only covered by mucosa. Burk- 
hardt, on the other hand, assumes as responsible, 
a congenital weakness of the bladder muscle and 
subsequent thinning of the surrounding wall. 
According to Bustrom, it is due to a perfectly 
straight course of the ureter through the bladder 
wall, whereby the orifice, devoid of contractile 
muscle fibres of the bladder, lies directly below 
the mucosa. 

We consider the of the ureteral 
orifice, be it congenital or acquired, as the most 
common primary cause, (basing our opinion on 
five cases observed by ourselves) and the scant, 
but exact reports of others who diagnosed the 


stenosis 


lesion-pre-operative, and mention the stricture 
at the ureteral orifice in all instances. 

Clinically, we believe there is no essential 
difference between the two types, inasmuch as 
in the final analysis, either of them will bring 
about the same result—symtomatically and struc- 


turally. In the congenital type, the condition 
might exist symptomless for years; but when the 
tumor has become large enough to reach the neck 
of the bladder, vesical distress will be in evidence, 
manifesting itself in difficult and frequent urina- 
tion, urine retention, eventually bloody urine 
and terminal tenesmus. The tenesmus and the 
stricture at the ureteral orifice, be it congenital 
or caused by infection, will produce back pressure 
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of the urine, resulting in dilatation of the ureter 
and renal pelvis, and eventually in more or les: 
functional impairment and essential derangemen' 
of the renal parenchyma. 

The urine in the congenital type, before in 
fection supervenes, will appear macroscopical| 
normal even for years, but sooner or later infe 
tion is bound to occur in one way or the other 
and this is usually the signal which invites a mor 
careful investigation. Only by a cystoscopic su: 
vey of the bladder can the real condition | 
recognized, since all the other symptoms are no 
pathognostic of any particular lesion, but may b 
found in many other diseases of the uro-genita 
tract. 

In the cystoscopic picture the fully develope: 
ureterocele usually appears as a spherical tumo1 
on the surface of which the blood vessels can | 
seen arising from the adjoining bladder wall. 

In another rare lesion—the prolapse of t! 
urateral mucosa—the blood vessels run to th: 
base of the protrusion, but not into it or over it 
surface, a fact which is considered as of differ 
ential diagnostic value between the two conditio1 
which otherwise bear considerable resemblance t 
each other. 

There are, however, two other points whi 


Fig. 3. Ureterocele seized with forceps and 


cateter inserted in the ureter. 


according to our experience, are of greater val 
for the purpose of differentiation. First—t! 
prolapse shows a more or less pedunculated ba 
at its exit from the orifice and a much broadet 
top carrying centrally located the opening of the 
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ureter, the picture reminding one of an inverted 
cone, 

The ureterocele has a broad base presenting 
the real ureteral opening usually excentrically 
located either laterally or facing backward and 
not always at the top of the pretrusion. It is, 
furthermore, possible to replace the prolapsed 
mucosa into the ureter with a ureter-catheter, 
which cannot be done with a ureterocele. 

In the earlier stage, the cystic dilatation pre- 
sents itself as a tense, translucent sac, only im- 
mediately before the emission of urine from its 
orifice; the accumulating urine, finding it diffi- 
cult to escape through the stenosed opening, 
causing a bulging into the bladder of that part of 
the ureter which traverses the vesical wall. As 
this urine finally leaves the distended sac, the 
latter gradually collapses, but reappears at each 
succeeding phase; thus, the ureterocele is not vis- 
ible in the intervals, and if these happen to be 
prolonged on account of the retarded secretory 
uction of the kidney or because of a short and 
superficial cystoscopic observation, the lesion 
might remain unnoticed. In older cases, this is 
not likely to occur, because the distention of the 
ireteral wall has advanced so far that even after 


Fig. 4. Upper wall incised. 
t is emptied, it still remains visible as a flabby, 
ollapsed sac. 

In the event of a temporary or permanent com- 
lete blocking of the ureteral orifice, the pro- 
rusion remains unchanged, and it might then 
appen that an erroneous diagnosis of a tumor 
vill be made. Such blocking is brought about 
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by an acute edematous swelling of the orifice, or 
by a plug of pus or an accumulation of gravel in 
the sac, or by a ureteral concrement. 

Diagnostic errors may also occur when the 
ureteral orifice is removed from the field of cysto- 


5 


Fig. 5. Lower wall incised and guide suture 
introduced securing ureteral and vesicle mu- 
cosa. 


scopic vision on account of its excentric location 
and retro-position. That 
actually happened, the true condition being rec- 
ognized after the bladder was opened, is illus- 
trated in the cases reported by Grosslick in 1901, 
by Bazy and recently by Paschkis. The latter 
reported two cases of ureterocele operated on by 
Zuckerkandel, one in 1914, and the other in 1915, 
in which a preoperative, cystoscopic diagnosis of 


such errors have 


prostatic tumor and vesical adenoma, respec- 
tively, was made. This author also stated that 
these cases were the only two operated upon by 
Zuckerkandel, a fact which speaks for the scarcity 
of the condition when one considers the formid- 
able material at the disposal of this eminent clin- 
ician for a period of more than twenty-five years. 
Real cysts closely connected with the intra-vesical 
part of the ureter, an extremely rare anomaly, 
might be mistaken for a ureterocele if the lumen 
How- 
ever, the passage of a ureter-catheter and the 
stability of the protrusion should assist in avoid- 
ing this error. 

In a few cases reported by Wildbolz and Fen- 
wick, the trouble disappeared after the successful 
treatment of a cystitis which originally was re- 
sponsible for the condition. These, as we are 


of the ureter be compressed by the cyst. 
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inclined to believe, were apparently not congeni- 
tal deformities, but cases of prolapse of the mu- 
cosa due to repeated and prolonged vesical and 
most likely ureteral tenesmus. 

The treatment of a well established ureterocele 
can only be a surgical one. The so-called con- 





pot 


Fig. 6. Upper flap resected. 


servative methods like slitting or cauterizing the 
cyst wall through a urethroscope or a cystoscope 
might be applicable to very small protrusions. 

For any of these intravesical procedures, the 
ureteral orifice must be plainly visible and ac- 
cessible, a condition which as experience has 
demonstrated, is not always present. The possi- 
bility of subsequent scar-formation and stenosis, 
particularly after extensive cauterization, should 
also be considered. 

In the large sized ureterocele, the one most 
frequently encountered, at least a part of the 
troublesome symptoms is caused by its encroach- 
ment upon vesical sphincter. Furthermore, the 
elasticity of the sac wall is greatly reduced by the 
long standing over-distention. This fact can be 
plainly established by watching the sac before and 
after the urine is expelled from within its cavity. 
It appears as a tense, elastic mass before, and as a 
wrinkled, flabby bag after each phase. It is, 
therefore, reasonable to assume that the simple 
slitting of this mass of tissue, be it by the scalpel 
or by actual cautery, will leave its flaps intact, 
which are more likely than not to cause the per- 
sistence of the troublesome symptoms. 

¥n all these cases it is advisable to remove the 
sac after opening the bladder supra-pubically as 
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we did in our previous cases and in the one we 
are submitting to your attention today. 

The patient, a woman twenty-eight years old, was 
seen by us in consultation with Dr. Thos. G. Wallin. 
Previous history—negative. She is married two years 
—had no children. Present symptoms complained of 
—frequency of urination day and night, hematuria 
and vesical tenesmus, which trouble began in January, 
1919. She was treated by her family physician for 
five months with vesical irrigations and urinary anti- 
septics without any improvement. Referred to us 
July 8, 1919. 

About four weeks before she had an attack of 
typical renal colic lasting for several hours; since 
then dull pain in the left lumbar region radiating 
down the course of the left ureter. In the physical 
examination, which otherwise was negative, this pain 
was accentuated by. manual palpation. Urine very 
cloudy, containing numerous pus cells, some blood 
corpuscles and a large number of typical Neisserian 
diplococci. 

Cystoscopic examination revealed a bad cystitis, es 
pecially at the base of the bladder. On the left side, 
in place of the left ureteral orifice, a transparent, 
elastic, whitish tumor of the size of a pigeon egg 
with scant, thin blood vessels in its lower portion 
No ureteral‘opening visible nor whirls of urine from 
which to guess its possible location. Right ureter of 
normal shape working very actively. 

While watching the tumor for a while it seemed 


(GEE 
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Fig. 7. Sutures through upper stump tied 
and lower flap ready to be treated in the 
same manner. 


to grow somewhat smaller without, however, losin: 
its tense appearance. During this observation th 
filling fluid became clouded with fine debris whic! 
seemed to rise from behind the tumor. By ureter 
catheter we obtained from the right kidney a clear 
and miscroscopically and chemically normal specime: 
of urine. Since it was not only desirable, but also 
very important, to secure some information concern- 
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ing the physical condition of the left kidney, and yet 
not being able to discover the ureteral orifice, we 
ssed a No. 7 catheter into the right renal pelvis, 
placed a Nelaton catheter into the bladder and in- 
ted indigo-carmine intra-muscularly. The right 
Iney promptly delivered the coloring matter in less 
in fifteen minutes; only a few cubic centimeters of 
udy urine trickled from the vesical catheter, this 
ount obviously being furnished by the left kidney, 
not containing any indigo-carmine, even after 
forty-five minutes. Thus, to all appearances, the left 
ney had lost its functional ability. 
With these findings before us and the negative 
ult of a vaginal examination, we were able to 
lude a papilloma, a malignant tumor, a fibroma 
a myoma. In gross appearance it came closest to 
ibro-myxoma, but the elasticity of the mass estab- 
ed by the visible impression produced with a 
ter-catheter and its changing size, made the diag- 
is of cystocle a certainty. 
Radical operation was decided upon which was per- 
med August 6, 1919. 
\fter opening the bladder, we seized the cystic, 
1ewhat cone-shaped tumor at its highest point. Its 
gth from top to base was about three ctr. While 
iling the cone forward to look for the ureteral 
vifice, a small, fine stream of fluid of the thickness of 
air, emanated from a hardly visible opening, which 
located on the posterior and mesial aspect of the 
ior, about one ctr. from its highest point. With 


ie difficulty this pin-point opening was dilated and 


ureter-catheter introduced and carried into the 
al pelvis. Over this catheter, the anterior and then 
posterior wall was split. It could be plainly seen 
t it consisted of an outer and inner layer of mu- 
a. The finger inserted between these two flaps 


fornd below the base, another constriction which was 


irged by divulsion. The two flaps were then re- 
ected at the base, and the edges of the bladder 
‘osa united with the edges of the ureter mucosa 
1 a few fine cat-gut stitches. 
he ureter-catheter was left in position and led 
through the urethra, the bladder closed and sub- 
iently emptied by catheter every two hours. Re- 
ery uneventful. 
1 the first twenty-four hours, copious quantities of 
idy urine containing pus cells and numerous 
cal gonocci were collected through the ureter- 
uheter. The renal pelvis was irrigated with a 1 per 
t silver nitrate’ solution twice daily. 
in the fourth day after the operation and before 
oving the renal catheter, a pheno-phtalein test of 
kidney demonstrated considerable improvement 
ts functional activity. The phtalein appeared in 
velve minutes and 20 per cent of it was recovered 
iin the first hour. 
he previous distressing symptoms ceased on the 
of the operation, but the urine still remaining in 
same condition, we resumed pelveo-renal lavage 
in the early part of October. On this occasion we 
bserved the mode of the discharge of urine on the 
side. It is secreted from the newly made open- 
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ing in a continuous, sluggish stream, this alternating 
with gushes of urine emitted with considerable. force. 
Apparently, the uninterrupted flow is due to the loss 
of the orificial sphincter, and the intermittent gushes 
to contractions of the still intact parts of the ureter 
wall. 

In the functional test made at that time, phtalein 
appeared on either side in eight minutes, but the total 
percentage of elimination is lower on the left side 





Fig. 8. Section through one of the removed 
flaps which explains the pathology and also 
proves this case as being of the congenital 
type to which inflammatory infiltration was 
added at a later stage. 


and ceases completely after one hour. On the other 
hand, there is considerable polyuria from this side. 
Radiographic pictures which we took recently show 
a dilatation of the ureter immediately behind the pre- 
viously mentioned stricture, and a peculiar condition 
higher up, the nature of which we are not yet ready 
to classify. It will require further radiograms to 
decide upon this more definitely. The most plausible 
interpretation we are able to offer is that the stenosis 
of the ureter, being of long standing, has eventually 
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led to a permanent dilatation of the renal pelvis, the 
lowest point of which reaches down to the fifth 
lumbar vertebra as the portion of the coiled up part 
of the ureter-catheter seems to indicate. The lower 
pole of the kidney itself seems to be in its normal 
position. 

Comparing the time of the appearance of the 
‘first symptoms, the size of the ureterocele and 
the advanced structural lesions in the upper 
urinary tract, we are inclined to consider this a 
case of congenital stricture and cystic dilatation 
of the ureter, which, however, has existed symp- 


Fig. 10. Radiogram showing the condition 
of the upper urinary tract as described at the 
end of this paper. 


tomless until gonorrheal infection involving the 


whole urinary tract, was engrafted on it. That 
the deformity has existed long before infection 
supervened, may also be concluded from the 
permanency of the dilatation of the lower end of 
the pelvic ureter as seen in the radiogram and 
also from what we believe to be a very large and 
permanently deformed renal pelvis. Ordinarily, 
such lesions, unless they have been present for 
years, disappear very shortly after the original 
cause has been removed. 

As it happens so frequently with more or less 
rare cases that sometimes several years pass with- 
out seeing a single one, and than a few appear 
at more or less short intervals, we ran across two 
cases of ureterocele last week. One of them is a 
young man twenty-four years old who is troubled 
with more or less vesical distress since childhood. 
His sister twenty-six years old also has been 
afflicted from early childhood with the same 
trouble. In the cystoscopic examination of the 
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man, we find a typical, well-developed uret: 
cele on the right side; the ureter near the to; 
the cone excentrically located, but visible; a la 
sized diverticulum close to the ureterocele an 
small diverticulum near the left ureteral ori! 

These findings corroborate the observation 
some authors that quite a number of these ca 
of the congenital type present other defects 
abnormal conditions in the uro-genital tract. 
shall take occasion to report on the fur 
course of these two cases. 





DISEASES OF THE THYROID AND Ei 
TO ATTACK THEM 
E. W. Marquarprt, M. D. 
ELMHURST, ILLINOIS 

The thyroid gland has furnished a great » 
problems, many of which have never been cl 
up and are still the subject of considerable 
cussion among physicians and surgeons. 

Etiology. Of the different types of enl: 
ment of the thyroid we have very little de! 
knowledge. Some practitioners believe that 
tain types of enlargement are not truly thyr 
in origin, but represent a lesion the basi 
which is in the cardiovascular or nervous sys 
The disease most frequently develops in the 
decade. Women are much more affected 
men. Heredity, emotional excitement and 1 
tal strain are pre-disposing factors. It is 
lieved by some investigators that hyperthyroi 
is not the only causal factor in Graves’ dis 
nor is enlargement of the thyroid always : 
ciated with exophthalmos, and both sym) 
may be absent in an otherwise typical case. 
etiology is still obscure, but two theories 
been advanced, the glandular and the neuro: 
Against the glandular theory militates the 
ability of the thymus, suprarenals, hypop 
and ovary, and possibly other internal sect 
glands being etiologically involved. Inves 
tions show that a predisposing factor is nec: 
which is to be looked for in the central ne: 
system. This explains the directly inh 
cases, 

Hyperthyroidism is thought by some ai 
to be due to a perversion df function rather 
to an increase of normal function. The d 
of toxemia is not always proportionate t: 
size of the gland. Many severe cases show * 
if any, enlargement. 
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Believing that the existing organism of goiter 
as as its chief habitat the intertinal canal, King 
ied to segregate an organism that might pro- 
uce goiter in animals. Cultures were made 
om the feces of twelve or fifteen goiter animals. 
‘he only noteworthy finding was the almost uni- 
rm absence of the true colon bacillus. Many 
pes of colon bacilli were found, some conform- 
g to the characteristics of the paracolon group, 
hile others did not conform to any classification. 
. large number were similar in the different in- 
viduals and their chief characteristics were (1) 
most nonmobile; (2) slow in forming gas; 
3) acid in reaction; (4) dulcite and mannit- 
gative; (5) indican negative. They grew about 
: well in room temperature as in incubator tem- 
Cultures taken from the gills of an 
fected fish showed many similar characteristics, 
ough differing in others. 
If the colon is the habitat of the organism, it 
ll be found only in certain selected early or 
ute cases, or found not to predominate in cases 


rature. 


longer standing goiter. This opinion is borne, 
it, by two facts, first, that many cases after a 
me get well of their own accord, especially if 
e patient be removed from a community in 
ich goiter is endemic, or if put on boiled water 
r considerable periods; second, that patients 
casionally recover by the use of daily doses of 
dium phosphate. 

Pathology. The pathology of exophthalmic 
iter is still undetermined, but the disease is 
ought to be due to excessive functional activity 
the thyroid gland. Greenfield found tubular 
ces of the gland proliferated and the colloid 
itrix replaced by a mucoid material. Wilson 
ports his findings in superior cervical sympa- 
etic ganglia removed at operation from sixteen 
itients having hyperplastic toxic goiter at the 
ayo Clinic. These he summarizes as follows: 
1. Definite histologic changes in the cells of 
‘ cervical svmpathetic ganglia in hyperplastic 
‘ie (exophthalmic) goiter occurred in all cases 
amined. 

2. These histologic changes consisted of vari- 
s stages of degeneration; namely (1) hyper- 
romatization, (2) hyperpigmentation, (3) 
romatolysis, and (4) atrophy or (5) granular 
generation of the nerve cells. 

3. Some of the ganglia contained cells re- 
mbling the partially differentiated cells found 
the ganglia of infants. 
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4. Accompanying the more advanced changes 
in the ganglion cells were similar degenerative 
changes in the nerve fibers and an increase of 
connective tissue throughout the ganglion, es- 
pecially, however, in the outer and middle coats 
of the vessels and in the periganglionic tissue. 

5. So far as could be determined from the 
small number of observations, the pathologic 
changes in the cervical sympathetic ganglia were 
parallel to the stage and intensity of the symp- 
toms of hyperthyroidism and to the hyperplastic 
and regressive changes in the thyroid. 

Speaking of pathological changes in exophthal- 
mie goiter, Watson has observed a marked weak- 
ness in the quadriceps muscle in a patient climb- 
ing stairs, and in the intercostals and dia- 
phragm by the shallow, hurried respiration. Re- 
laxation of the 
responsible for exophthalmos. 


muscles of the eve 
There are marked 
changes in the myocardium and changes in the 


may be 


sympathetic ganglia. Kocher says there is always 
hyperplasia in exophthalmie goiter, but that the 
thymus is enlarged in about 45 to 50 per cent of 
cases. By removing a portion of the thyroid the 
thymus retrogrades. The vascular changes are 
analogous to aortic insufficiency. Blood pressure 
is higher in the thigh than in the arm (20 to 
26mm.). 
he not a poor expression of thyroid inactivity, but 
that it represents the conjoined results of exces- 
sive function of the thyroid, the suprarenal 
glands, and the cervical sympathetic nervous 
The pathology found in the enlarged 
glands appears in many cases to be secondary to 
infection or to some profound disturbance of the 
nervous system which calls for increased thyroid 
output; this in turn produces changes in the 
sympathetic nervous system, adrenals, and other 
organs of the body. The combined effect makes 
up the picture of exophthalmic goiter, with 
varying degrees of hyperthyroidism. The thyroid 
is regarded as one of the most important glands 
of the body, and while a complete knowledge of 
its activity.is still lacking, the work of Plummer 
and Kendall, through investigations into the 
physiological action of its secretion, is such as to 
nearly accomplish the result of its fundamental 
effect on life. 

Symptoms. 


Exophthalmic goiter is considered to 


system. 


Acceleration of the pulse (100 to 
150) and palpitation are constant symptoms. 
Both are fntensified by excitement. Hypertrophy 
of the heart may ultimately ensue from over- 
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action. These is bilateral protrusion of the eye- 
balls, a failure of the upper lid to follow the eye- 
ball when the latter is directed downward, 
widening of the palpebral angle, and inability of 
the eyes to converge upon a near object. Vision 
is not apparently disturbed. Enlargement of the 
thyroid may be the last symptom to appear. One 
or both lobes of the gland may be involved. In- 
spection detects enlargement, with pulsation; 
palpation, a purring thrill, and auscultation, a 
bruit. A fine muscular tremor is an early symp- 
tom. Nervous irritability and asthenia are often 
marked. Occasionally mania or hypochondri- 
asis is observed. As the disease progresses weak- 
ness and anemia become pronounced. Sweating 
is common. Moderate fever is an occasional symp- 
tim. There may be glycosuria and albuminuria. 
Tenderness in the region of the thyroid is men- 
tioned as a sign of exophthalmic goiter. Tachy- 
cardia may be moderate, and occur only when 
standing or walking, or under emotional stress. 
Predominance in the morning and slight maxi- 
mal hypertension are not restricted to exophthal- 
mic goiter. Only examination of the thyroid 


body and eyes will decide the question. In every 
case of tachycardia of doubtful origin, all the 
ocular signs of exophthalmic goiter should be 


sought for with care, even when there is nothing 
to suggest exophthalmic or goiter. Sometimes 
only the behavior of the upper eyelid will give 
the clue. Certainty is attained by the pain expe- 
rienced when the thyroid region is palpated or 
explored with the point of a pin. The patient 
winces and makes grimaces as the thyroid area 
is reached. This pain is sharp, like a burn or 
deep prick. Uncommon local manifestations of 
thyroid enlargement are cyanosis, headache, ver- 
tigo, and epistaxis which may occur from pres- 
sure upon the carotid sheath. Marked pressure 
upon the vagus may give rise to phenomena vary- 
ing with the degree and constancy of irritation. 
Dyspnea occurs with varying frequency in statis- 
tical records, in consequence of the resistance of 
the underlying muscles and pretracheal cervical 
fascia to the gland. This symptom is most 
marked in instances where the isthmus is greatly 
involved, or where the latter lies between the 
trachea and the sternum. Dysphagia may result 
from pressure on the pharynx or the esophagus, 
and is more common in left-sided goiters for 
anatomical reasons. Dysphonia with hoarseness, 
and rarely aphonia, may result from pressure 
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upon recurrent laryngeal nerve. Pulsation an: 
bruit may occur in vary degrees, depending upo: 
the degree of pressure exerted by the enlarge: 
thyroid upon the carotid artery; the extent of th 
increase in the vascularity of the organ, or bot! 
A disease of the thyroid often overlooked is sul 
sternal or intrathoracic goiter. The sympton 
produced by these goiters are a dull feeling o 
pressure beneath the sternum on swallowing; a 
uncomfortable feeling of the mass ascending an 
descending as it does in swallowing; huskine: 
of the voice; dyspnea to a greater or less degr« 
depending on the size and situation of the tum: 
and intermittent attacks of suffocation. 
Diagnosis. Any one of the important sym 
toms may be absent throughout the disease. i 
some cases palpitation and throbbing of the cer 
cal vesels may be the only phenomena. Sim} 
goiter may be distinguished from exophthaln 
goiter by the absence of cardiac, ocular, and ne: 
ous symptoms. The differential diagnosis is 1 
difficult if careful study is made of each case. ‘I 
greatest difficulty arises in the border line ca- 
of thyrotoxic goiter which are often confu: 
with enlargement of the thyroid due to infecti: 
or to such diseases as incipient tuberculosis 
neurasthenia. Most commonly one lateral | 
is greatly enlarged, the middle lobe considera! 
and the other lateral lobe but slightly. Some 
difficulty may attend the differentiation betw: 
goiter and branchial cyst, but the latter is m 
usually uniform. There is distinct fluctuation 
present, as a rule, in the latter condition, : 
the normal thyroid gland can be felt below ‘ 
branchial cyst. Carcinoma in the lymph no’ 
of the neck is not likely to be mistaken for go 
if a careful examination is made because the | 
mer is always secondary to carcinoma of ‘ 
mouth, pharynx, nese, scalp, paratid gland, 
ear, or some other tissue. The surgeon is ra: 
called upon to treat a simple goiter until it ).s 
advanced to a considerable size, so that 
growth is a source of annoyance to the pati 
because of the deformity it produces, or bec 
of the fact that pressure from the tumor in’ 
feres with respiration and deglutition. Sev 
clinicians maintain that adiagnosis of exopht 
mic goiter can be made in case tachycardia 
present which cannot be explained upon : 
other pathological theery in any given cas 
When either exophthalmos or goiter is prese! 
with tachycardia most authorities agree on +: 
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snosis. Exophthalmos is present in only a 
niall per cent of the cases of moderate hyper- 
hyroidism and is not démonstrable in every case 
severe toxic goiter. In 80 per cent of the 
phthalmic patients coming under the observa- 
, of one writer the onset was traced to an acci- 
t, sudden fright, parturition, grief, worry, 
acteric or infectious diseases. A simple goiter 
change into the toxic type at any time. 
ety-four per cent of all goiters occur in 
ien. 
‘rognosis. The prognosis of Graves’ disease 
improved enormously during the past few 
s, and this improvement is due very largely 
he recognition by Moebius of the fact that 
disease is attributed to the circulation in the 
| of toxic material secreted by the thyroid 
d under certain conditions. There is a 
ced difference in the prognosis between case= 
h begin slowly and progress in the same 
‘ual manner and those which come on acutel\ 
progress rapidly. The latter are far more 
sus and grave. The disease is more serious 
1an than in woman. The prognosis becomes 
e grave with the increase in age of the pa- 


T 


‘on-Surgical Treatment. More than one- 


of all cases of goiter will recover under care- 
dietetic, hygienic and medical treatment 
h must consist in drinking an abundance of 
| water which can always be obtained in re- 
s where goiter is endemic by distilling it, by 
fully regulating the diet, by correcting the 
litions of ventilation in homes and especially 
leeping rooms, by insisting upon an abund- 
of sleep and upon an absence of excitement 
of mental and of physical fatigue. 

simple goiter the application of a non- 
ating absorbable iodin ointment to the neck 
is to be of considerable benefit. Internally 
ral tonics are of undoubted value and from 
to three grains of a reliable thyroid extract 
1 from three to four times daily seems to 
a specific value. Van Derslice recommends 
aking of iodoform gr. 1, three times daily. 
jiling water injections are safe and cause 
iediate destruction of the gland cells and col- 

The areas to be injected are infiltrated with 
per cent novocain. The filled syringe is re- 
ed from the water, which is actually boiling, 
the injection quickly made, some five to 
ity c. ce. being used, according to the size of 
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the lobe. This treatment is adapted to patients 
who have had a lobectomy done and are still 
suffering from symptoms of hyperthyroidism 
with hyperthrophy of the remaining lobe. Pa- 
tients with large goiters and extremely toxic 
should be treated with the injections of boiling 
water until they become safe surgical risks. 

Quinin and urea injections have been used 
with excellent results. One author reports one 
hundred cases in which quinin and urea was used 
with the following results: The symptoms were 
relieved in 85 per cent of the exophthalmic, and 
in 84 per cent of the toxic non-exophthalmic pa- 
tients. Fifteen per cent of the exophthalmic 
patients were improved, and 10 per cent of the 
non-exophthalmics were benefited. In 80 per 
cent of the exophthalmic patients the goiter dis- 
appeared within an average period of five 
months; in 15 per cent the tumor was reduced 
in size, and in 5 per cent there was no change. 
To achieve the best results, patients must have a 
period of at least one year of mental and physical 
rest after treatment. Massive injections of quinin 
and urea should not be given. Watson injects 
only five or ten minims of the solution at a time, 
repeating the treatments at one to three day 
intervals. The action of quinin and urea is said 
to be about the same as that following the injec- 
tion of boiling water, although much less severe. 
Charles Mayo reports three patients with 
exophthalmic goiter who died from the injection 
of hot water. 

Roentgen treatment has been used quite exten- 
sively both alone and in combination with sur- 
gery. Satisfactory results have been reported by 
several writers. The rays have a favorable in- 
fluence on excessive, deficient, or perverse func- 
tion of the gland. 

Abbe, of New York, first used radium success- 
fully in exophthalmic goiter, and his favorable 
results have been confirmed by others. Radium is 
said to have two definite advantages over roentgen 
rays, namely, the possibility of giving definite 
doses and of administering it without noise or 
excitement while the patient remains in bed. The 
theory of the beneficial action of the x-ray on the 
thyroid in exophthalmic goiter is that in this dis- 
ease there is a hyperplasia of cells and acini, and 
the x-ray is known to have a selective destructive 
action on highly specialized epithelial cells, es- 
pecially those of the embryological type. 

Surgical Treatment. A goiter operation is 
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not free from danger. The patient most decide 
for herself whether the swelling is enough of a 
personal annoyance to warrant its removal. The 
choice of operation must be left to the individual 
judgment of the surgeon. The rule should be to 
err in favor of conservatism, to select in doubtful 
cases ligation rather than lobectomy, one vessel 
rather than two, or in the more serious cases the 
injection of boiling water rather than ligation. 
The operative treatment resolves itself into the 
mechanical problem of lifting the buried mass 
out of the chest upon the neck. These goiters 
must be delivered in toto and never by piecemeal, 
as the latter method results, first, in severe oozing 
which can be controlled only by ligature of the 
main blood supply to the tumor, and secondly, in 
leaving well nourished segments of the tumor 
behind, from which further intrathoracic growth 
may occur. 

A great many surgeons favor the inverted 
horseshoe incision, which was introduced by 
Kocher and called by him “the collar incision.” 
This incision begins at a point a little above the 
level of the most prominent portion of the larynx 
and the anterior border of the sterno-cleido mas- 
toil muscle, it extends downward and makes a reg- 
ular curve across the lower border of the thyroid 
gland two to three cm. above the upper margin 
of the sternum. It then ascends to a correspond- 
ing point on the opposite side of the neck making 
a perfectly uniform symmetrical line. This incis- 
ion may be varied in length and in the distance of 
separation of the vertical incisions, according to 
the necessities of the case, but aside from these 
variations no other incision is required for the 
removal of any portion of the thyroid gland. 
Many other incisions have been described, all of 
them taking the anterior edge of the sterno- 
cleido mastoid muscles as a guide, but except for 
the opening of abscesses none of these incisions 
will be as satisfactory as the Kocher incision, 
because none of them give so perfect an approach 
to the field of operation, and each one leaves a 
greater amount of deformity. 

The important factors for success in surgery 
of the thyroid are careful selection of cases and 
choice of time for operation ; careful anesthesia, 
preference being for ether in the absence of def- 
inite contraindications; avoidance of mental ex- 
citement ; stealing the patient from bed; quick, 
skillful operation; avoidance of injury to the 
inferior laryngeal nerve (as the ligating or cut- 
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ting of these nerves will cause permanent par: |- 
ysis of the vocal cords on that side) to para- 
thyroid glands by preserving the posterior c: 
sule and parathyroid arteries; adequate drain 
of wounds, 

Failure to get relief from operdtion, althou 
there be no recurrence of the goiter, is usua |) 
due to incomplete removal of diseased tissue. 

Postoperative Treatment. In the after-tr 
ments Ochsner recommends that the patient 
reaching the room have the head and should. 
elevated on a head-rest, and that 500 ec. ec. 
warm normal salt by proctoclysis be given, a 
repeated every four hours. If the pulse r 
and the patient becomes nervous morphin, gr. 
and atropin, gr. 1/100, are given, and then 
one-half hour a hypodermoclysis of 1000 ec. « 
administered. This may be of necessity repea 
several times, but will usually prevent a p 
operative thyrotoxicosis in the exophthal 


cases. 


Water per mouth is given freely a 
nausea ceases. The patient should be impre 
with the importance of keeping up dietetic 
medical restrictions perserveringly after the 
eration as before, in order to guard again: 


recurrence. 
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SOME POINTS ON PROSTATECTOMY 
WITH SPECIAL REFERENCE TO ITS 
AFTER TREATMENT.* 


Dennis J. Hayes, M. D. 
President Wisconsin State Medical Society, 
MILWAUKEE, WIS. 


Pathological Changes. Obstruction in the ure- 
thra, from any cause, leads to disease of the 
whole urinary tract, behind the obstruction. 
First, residual urine, cystitis with or without 
contraction or sacculation of the bladder, ureter- 
itis, pyelitis, pyelonephritis, and death if the 
struction is allowed to continue. In fact the 


whole urinary tract becomes gradually and insid- 
iously demoralized. 
Importance of Early Operation. 


Up to the 
present time, there is no medicine or treatment 
which will prevent the onward march of the 
pathological changes above mentioned. Early 
operation, before the whole urinary tract is ir- 
reparably damaged from obstruction, should be 
uidertaken. If the operation is delayed until 
the bladder becomes obstructed, or sacculated, 
or an ascending inflammation is present, no skill 
will remove these conditions, and the patient 
will suffer, more or less continuously, from the 
same symptoms which the operation is intended 
to relieve. 

In the early days of prostatic surgery, the op- 
eration was a last resort and delayed until the 
wnole urinary tract was damaged from septic in- 

tion and kidney complications. 

Both the laity and the profession are gradually 

rning what obstruction means in the uriary 
tract, and are recognizing the importance of 
early operation. I am satisfied that this 

struction in the urethra, merits more attention 

mm practitioners, in general, than is given to 

at the present time. Some seem to be content 

th catheter and urotrophine treatment, while 
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the abnormal condition of the urine, caused by 
the obstruction, is gradually, silently and in- 
sidiously, destroying the whole urinary tract. 

Preparation of the Patient. Many cases are 
brought into the hospital in the evening and 
operated upon the next day. I think, you will 
agree with me, that this is a great mistake, as 
each case required special and careful study be- 
fore the operation is undertaken. In cases with 
a large amount of residual urine or retention, 
the urine should be drawn off gradually, ex- 
tending over several days, until the bladder is 
completely emptied, to prevent severe reaction 
later in the urinary system. During this time 
medicines should be given to render the urine 
acid. Urotropine can be given. 

Another class of cases, with severe systitis, 
and a large amount of pus in the urine, is best 
treated by continuously draining the bladder 
with a catheter and frequent irrigations with an 
antiseptic solution, until the urine becomes com- 
paratively clear, before the operation is under- 
taken. 

Another class of cases, with marked distortion 
of the prostatic urethra, with difficult and pain- 
ful catheterization, and extreme septic infection 
of the urinary tract, is best prepared for 
prostatectomy, by supra-pubic drainage. 

Back in the year 1890, before the days of 
prostatectomy, I reported and exhibited two 
cases of permanent supra-pubic drainage, for 
chronic obstruction, before the American Medi- 
cal Association. The technique followed at that 
time was precisely the same as that followed 
today. The only difference is that a permanent 
tube was worn after the supra-pubic wound con- 
tracted down. It is quite obvious that the op- 
eration of permanent supra-pubic drainage was 
abandoned and temporary supra-pubic drainage 
was substituted, after the operation of prosta- 
tectomy was established and universally prac- 
ticed. 

Temporary supra-pubic drainage, in properly 
selected cases, always removes the backward 
pressure in the urinary tract. Sleep is pro- 
duced, the septic infection is reduced to a mini- 
mum, and the patient rapidly improves, and is 
in a better condition to stand the more serious 
operation of prostatectomy. 

In a certain class of cases, when the patient 
is in a desperate condition and operation is out 
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of the question, the supra-pubic region can be 
anesthetized with a local anesthetic, then a tro- 
car, surrounded by a rubber tube as a cannuala, 
can be plunged into the distended bladder. The 
trocar is then withdrawn and the drainage tube 
is left in the bladder, connected by a long piece 
of drainage tube, leading into the bottle. 

After temporary supra-pubic drainage, when 
the urine becomes quite clear, and there is 
marked improvement in the patient, the pros- 
tate can be removed through the same supra- 
pubic puncture. I am satisfied, from my own 
experience, that temporary supra-pubic drain- 
age lowers the mortality in selected cases. I am 
not advocating temporary supra-pubic drainage, 
as a routine practice, preparatory to prosta- 
tectomy. 

There is another class of cases that deserves 
serious attention before the operation is even 
considered—cases with a very high blood 
pressure, cardiovascular changes; increase in 
the amount of urine, of a low specific gravity, 
fluctuating between 1002 and 1008, with 
albumin in the urine and derangement of the 
gastro-intestinal canal and nervous system, from 
uremia. Such cases should not be operated upon 
without, first, consulting a competent internest 


and a modern laboratory worker, and then not 
until there is marked improvement in the gen- 
During the last year I lost two 
cases of this kind while they were in the hospital! 
being prepared for operation. 


eral symptoms. 


Time for Operation. Whether the prostate 
is large or small when the bladder is rendered 
incompetent by residual urine, due to prostatic 
obstruction with consequent frequence of urina- 
tion from lessened capacity of the bladder, the 
time is rapidly approaching when the catheter 
must be used. This is the time for prosta- 
tectomy. When catheter life is one established, 
no matter how carefully asepsis is practiced, the 
case generally goes from bad to worse, resulting 
in complete infection of the whole urinary tract. 

Choice of Operation. Prostatectomy is about 
settled in favor of the high operation. It is 
supra-pubic, both in Europe and America, with 
the exception of a few, who are still exploiting 
the perineal operation. It is safe to say that 
more than ninety-eight per cent. of prosta- 
tectomies are performed by the supra-pubic 
route, the world over. 

There are articles in literature, at the present 
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time, urging against the perineal operation, | 
it would seem superfluous at this time, to m« 
tion more than a few of them. 

Incontinence of urine, which occurs so f 
quently after perineal prostatectomy, caused 
injury to the compressor urethra muscle, duri. » 
the operation, is the cause of the incontine: 
The compressor urethra muscle has been pro\ 
by experiment, by Finger, Ultzman and Guy 
to be the true sphincter of the bladder. 

Injury to the rectum, which occurs so f 
quently in the perineal operation, is impossi 
in the supra-pubic operation. Prolonged 
tulous openings, which often follow in the | 
operation, can be avoided in the supra-pu 
operation. 

Advocates of the perineal operation claim t 
injury to the rectum and incontinence of w 
and prolonged fistulas should never occur. ‘| 
Good Book states, “By their deeds ye shall k: 
them.” 

During the past years, I have seen quit: 
number of recto-vesical fistulas and incontin 
of urine, due to injury of the compressor uret 
muscle, sustained in perineal prostatectomy | 
formed by some-of the most distinguis 
surgeons in this country. A patient with 
recto-vesical fistula or incontinence of urine, 
in a conditon a little worse than death, an 
not only a burden to himself, but to his fa 
and to his friends. 

And when we further consider that every : 
and corner of the bladder can be thorough: 
spected by the high operation, it is not sur) 
ing that the supra-pubic should be the ope: 
of choice. 

Technique of Operation. Prostatecton 
reasonably safe operation, if performed 
the obstruction has done its terrible work. 

I have followed the technique so highly 1 
mended by Dr. Bentley Squire, and hay 
perienced less hemorrhage, by this teclu 
than formerly. 

“The enucleation is commenced by pu: 
the finger into the internal meatus and b 
ing through the roof of the urethra, at a | 
where the lateral lobes lie in opposition. 
finger is within the encircling ring o! 
sphincter. The finger frees the lateral lol 
front and at the side, and the lobe is deliv: 
into the bladder. The finger is carried arov 
beneath the middle lobe, the other lateral lobe | 
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then loosened and the prostate is tipped up 
into the bladder and the urethra is now severed 
close to the median lobe behind the colliculus. 
An irregular cone shaped cavity remains lined 
with prostatic tissues covering the unimpaired 
ejaculatory ducts. The internal sphincter re- 
mains intact and soon contracts to its normal 
calibre.” 

If unusual hemorrhage is encountered, it is 
best controlled by the well known old methods of 
ligature and pressure. If the hemorrhage is se- 
vere, the incision in the bladder can be extended, 
preferably upward, to make more room to work. 
The bladder is well exposed by properly placing 
the retractors and having a good light reflected 
into the bladder. A continuous lock suture is 
uow applied along the margin of the lacerated 
mucous membrane. 

In my experience, most of the hemorrhage 
comes from the lacerated mucous membrane 
which covered the prostate. Should the hemor- 


rhage continue, after the suture is applied, the 
bed from which the prostate has been removed, 
can be packed thoroughly. Hemorrhage should 
be stopped at all hazards, as it is the principle 


cause of death after prostatectomy. I have 
never used the Hagner bag or balloon, or fat, so 
\ighly recommended by many operators, believ- 
ing that the suture and the tampon are more 
reliable. 

Formerly, in my prostatectomy work I used 
every kind and description of drainage tubes, 
after prostatectomy. The past years I have dis- 
continued the use of drainage tubes altogether. 
After the prostate is removed and a few stitches 
are taken to draw the wound together, in the 
facia and the skin, in the upper and lower part 
of the wound, and after inserting a small cigar- 
ette drain in the pre-vesicle space, the operation 
is completed. A pad is placed over the wound 
to absorb the drainage, and the pads are re- 
placed by a competent nurse, until the wound is 
healed. Since I have discontinued the use of 
retained catheter and supra-pubic drainage 
tubes, after prostatectomy, the wound has healed 
more rapidly, there is less sloughing of the sur- 
rounding tissues, and I have never had a pro- 
longed fistula. 

Asesthetic. At the present time it is difficult 
to say which is the best anesthetic, as some op- 
erators have selected local anesthesia entirely, 
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others equally competent have selected spinal 
anesthesia, others use gas and oxygen combined 
with local, while a small contingent recommend 
caudal (Sarcal) anesthesia, and a greater num- 
ber still continue the use of chloroform and 
ether. 

My own preference is local anesthesia com- 
bined with gas and oxygen, and if I were to be 
operated upon, I would select a surgeon who 
would combine local anesthesia with gas and 
oxygen. The loéal anesthesia is to be given until 
the bladder is opened and gas and oxygen given 
to complete the operation. 

Dr. Prince, of Birmingham, Alabama, reports 
observation on two thousand five hundred cases 
of gas and oxygen anesthesia and believes it to 
be the only anesthetic to be used in lung and 
kidney complications, and particularly, in cases 
of septic infection and those suffering with 
nephritic complications. The post operative 
nausea and vomiting and other disagreeable 
symptoms, so frequently and often persistent fol- 
lowing ether narcosis is completely eliminated. 
The administration of ether might be just 
enough to turn the tide against the patient. His 
observations coincide with investigations. of 
many others, who have written on gas and 
oxygen anesthesia in prostatectomy. 

The administration of gas and oxygen must 
be administered by one especially trained and 
with quite extensive experience in its adminis- 
tration, and should never be used as a routine 
by interns and nurses who have had no experi- 
ence in its administration. 

In the limited number of cases in which I 
have used combined gas and oxygen anesthesia, 
the anesthetic was administered by a dentist 
with enormous experience in its administration. 


DISCUSSION 


Dr. Emerson A. Fletcher, Milwaukee, considered 
pre-operative treatment of these cases, the most im- 
portant phase of the subject. 

He divides the cases of prostatectomy into three 
groups: First, patients who will depend upon internal 
medication entirely, of whom about one-half will, at 
the end of five years, die of acute urinal infection or 
from so-called uremia. Second, a smaller group that 
will die at the end of three years from the same 
causes. Third, the smallest group composed of those 
patients who will seek operative relief. At the present 
time in the United States the mortality rate of prosta- 
tectomy, either above or below, is between fifteen and 
twenty per cent. Freier has operated upon 1,550 cases 
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with a mortality of about 5.5 per cent. Young oper- 
ated upon perhaps half that number with a somewhat 
lower mortality rate. 

He believes that the preliminary treatment of these 
cases should be not only thorough but sufficiently pro- 
longed. 

A thorough physical examination of the patient, in- 
cluding an x-ray examination for stones in the bladder 
or in the kidneys, and a thorough study of the blood 
should be made. The various blood tests for the 
functional capacity of the kidneys have proved their 
value. 

Certain of these patients will have to be catheterized 
for a considerable period of time, either intermittently 
or continuously. Patients who come with the bladder 
filled with clots, those with a very acute systitis or who 
have stones present in the bladder and persons who 
give a history of repeated chills and fever where the 
kidney is probably infected are not suitable for cathet- 
erization. 

Freier in his work on his 1,550 prostatectomies, 
found that it was only necessary to do supra-pubic sec- 
tion seventy-four times. Two or three years ago, Dr. 
Paul Pilchner advocated very strongly the use of the 
two-stage operation for the reason that when a man’s 
Lladder was drained, where he had been a retentionist, 
his blood pressure, which had been previously, per- 
haps, 200 or 225 would fall 125 and where, before the 
ladder was emptied there would be only a trace of 
albumin in the urine, after it was emptied he would 
have a very large amount of albumin. That the renal 
functional test, remarkably depressed after the supra- 
pubic sections, reaches its lowest point about the fourth 
or fifth day,.and then it gradually rises so that at the 
end of ten days or two weeks, its functions are at or 
above the point they were before the bladder was 
opened. 

He would not hestitate to let a bladder drain a month 
or six months, making tests from time to time, and 
when the patient is found to be in a satisfactory con- 
dition, he is operated upon. 

Dr. T. W. Nuzum, Janesville, Wis., advised the use 
of acids. 

He advises the patients also to drink only distilled 
water for some time afterwards. 

After doing a perineal prostatectomy on a number 
of occasions with great success, he occasionally had a 
patient who did not retain his urine well after this 
operation. 

He then learned from the Mayo Brothers how to 
do the buttonhole method prostatectomy. That looked 
beautiful, but the patients didn’t do so well. The 
Crainage wasn’t so good and his results were not so 
good as by the former method, and then he took up 
the supra-pubic method which he liked still better. 
During the last two or three years, he has been doing 
the two-stage method in all his cases. 

He drained one patient, a man eighty-eight years 
oid, very feeble, and suffering intensely from prostatic 
obstruction, with a supra-pubic opening under local 
anesthesia. After steady improvement for six weeks 
he enucleated and the patient made a rapid recovery. 
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SUGGESTIONS FOR THE TREATMEN’' 
OF FRACTURES OF THE RADIUS 
AND ULNA AT THE MIDDLE 
THIRD.* 


Cuarves H. Lemon, M. D., 
MILWAUKEE, WIS. 


The subject under discussion while elementar 
is yet of sufficient importance to the young 
practitioners of surgery to justify a few minutes 
consideration before a society of this characte: 

If the text books on fractures had treated t! 
subject intelligently there would be no excus 
for taking up valuable time in discussing it 
The text-books, however, do not treat the sul 
ject intelligently and many of the illustration 
are misleading and the real dangers that cor 
front the surgeon, as well as the skilled surgeo: 
are not presented and are not usually anticipati 
until valuable time has been lost when correcti\ 
measures could be applied and disaster averte: 

I may be pardoned for suggesting to you th: 
next to fractures of the hip joint the most diffi 
cult fractures I have experienced have been thos 
of the middle third of the bones of the forearn 
These have occurred usually in children betwee: 
the ages of three and twelve. In frequency o 
numbers those that have been referred to me fi 
subsequent treatment have been exceeded on! 
by fractures occurring in the region of the elboy 
joint, also apparently difficult, but really ver 
simple for obtaining ideal results if the prop 
technic is followed. 

When we recall that the forearm of childre 
is usually plump and that the bones are sma 
and the muscles in a developing stage, vei 
active, and bearing a relation to each other « 
two to three, as between extensors and supinator 
on the one hand and flexors and pronators o: 
the other, we realize that we are dealing wit! 
anatomy which has potential possibilities whe: 
through the breaking of the bones at the middl. 
of the forearm, a loss of balance occurs. 

A study of the flexors and pronators in thei 
relation to the extensors and supinators woul: 
be a most helpful one for the younger student: 
of surgery. The fact is that when the bones ar 
broken at the middle of the shaft the flexor: 
immediately become the bowstring of a bow whic! 
tightens from day to day and produce a mathe 


*Read at the Tri-State District Medical Assembly held at 
Rockford, Ill., Sept. 1-4, 1919. 
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satically certain shortening by flexion on a line 
rawn from the palm to the elbow. Not once in 
hundred times do surgeons realize the fallacy 
f attempting to fix these fractures by the appli- 
ation of anterior and posterior or more fre- 
iently internal and external splints. The usual 
icture that is presented by these cases when 
iey come for review by consultation because of 
reat deformity, is an anterior splint usually of 
ire, less frequently of wood, extending from the 
igers to a point in front of the elbow, or less 
equently encased in a plaster of Paris dressing 
1d without exception with the bones of the 
rearm in a position midway between prona- 
on and supination, with the thumb up. 
It is an elementary principle in the treatment 
fractures of the long bones that in order to 
ercome overriding or bowing the joints at 
ther extremity of the long bone involved must 
: fixed by whatever apparatus is used for fixa- 


on. It becomes obvious, therefore, that in the 


treatment of fractures at the middle of the shaft 


' the bones of the forearm, not only must the 
ind and wrist be fixed, but the entire elbow 
int, including at least a third of the shaft of 
ie humerus, must also be fixed and used for 
tension. 

Referring again to the text-books, we are told 


that in the position midway between pronation 


1d supination the radius and ulna are at their 


idest point from each other. I have examined 


ticulated skeletons with a view to corroborating 
iis statement and my observation is that this is 


it the fact. Further, with the bones in this 
mi-prone condition at the wrist, it is impossible 
rv any one to determine that they are even 
posed at the point of fracture, no matter what 
ie amount of extensiow and counter-extension 
ay be. 

Having this difficulty in mind and with a view 
lso of neutralizing the one-third greater pull of 
e pronators and flexors and being assured that 
e relative position of the bones as to distance 
rom each other is quite as great, if not equally 
, as has been said is true of the semi-prone 
sition, it has been my practice for many years 

treat all these fractures, without exception, 

a supine position with the palm of the hand 


vp so that a plane passed horizontally through 


e arm and hand would divide the arm and 
ind into its anatomically correct position of 
un anterior and posterior surface. 
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If one is familiar with the use of plaster of 
Paris and has in mind the plumpness of these 
little forearms, which permits of bowing within 
a cast applied a few days after the fracture 
has occurred, when there is acute swelling at the 
site of the fracture, he will readily see the advisa- 
bility of reinforcing the cast at the point of frac- 
ture. I have many x-rays showing that this con- 
dition actually occurred. In instance in 
the hands of a usually careful man, who over- 


one 


looked the necessity for strengthening the cast 
at its middle point, and who also failed to over- 
correct the deformity, anticipating the reduction 
of the swelling, he was obliged to defend a suit 
The 
cast was applied in the usual manner with the 
palm up and from the knuckles to a point one- 
third above the elbow, and at the end of three 
weeks when the cast was removed, an x-ray taken 
in the lateral plane shows a line, drawn from the 
lower anterior end of the radius to the upper 
part of the ulna that resembles the string of an 
Indian’s This bowing occurred 
within the plaster cast, as the swelling receded, 
and the flexor muscles asserted their balance of 
pull over the extensors. 


of malpractice because of this oversight. 


bow. entire 


Again, most of these 
fractures that come under observation are green 
stick fractures, and this fact predisposes to de- 
formity. If then, assuming for the purpose of 
argument that a plaster of Paris cast is the best 
appliance that can be used for the treatment of 
these cases, we will reinforce the cast at its 
middle, over the site of the fracture, reinforcing 
it so that at this point it has twice the thickness 
it has at any other point, and as the cast hardens 
we extend the forearm on a flat table and press 
the back of the hand and the elbow down so that 
they come in firm contact with the surface of the 
table, we can produce sufficient over-correction 
by extension to equalize the loss that will occur 
in the arm to its 
shrinkage, as the swelling incident to the frac- 
ture gradually disappears. 

I would not be misunderstood to say that the 
application of a plaster cast is the only way to 
treat these fractures, because this is not either 
my experience or belief. In the great majority 
of cases, however, if one is familiar with the 
tricks that are incident to the use of plaster of 
Paris, in ninety per cent of the cases it will be 
found to be the most efficient dressing. 

It must be borne in mind that a vast majority 


the circumference of due 
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of these fractures under discussion occur in chil- 
dren. Frequently where these cases have been in- 
telligently treated the retentive dressings are 
taken off too early; the callus is much less firm 
for a given time than would be the case of adults 
and definite bowing can and does occur as a 
result of the greater pull of the flexors and 
pronators. 

Too little, if any, emphasis has been laid 
upon this important matter. We have all seen 
this result occur in oblique fractures occurring at 
the lower end of the radius; the so-called oblique 
Colles’ Fracture, and it has caused us many an 
anxious hour. 

I would not have presumed to take up the time 
of the society with a matter so elementary as 
this if I had not been impressed by the fre- 
quency with which this bowing occurs, even in 
the hands of men who are more than ordinarily 
skilled in the treatment of fractures in general. 
The hungry lawyer and the deadbeat who never 
pays his bills are looking for these results to 
rob the surgeon of his hard earned fees. They 
are not. satisfied to call the thing square and be 
satisfied with the remittance of the fee, which 
in the case of the treatment of fractures is 


absurdly low at all times, and when damages are 
assessed by juries they are out of all proportion 
to the fees that would have been collected by even 
the most skilled and well-known surgeons in most 
of our large cities. 

I am presenting but one exhibit to illustrate 


what I have said. A mere look at the illustra- 
tion will fix the thought to be conveyed absolutely 
in your mind. 

I know that I am taking issue with all the 
text-books that I have been able to examine when 
I urge and recommend the use of the supine 
position as opposed to the thumb up and advo- 
cate the general use of plaster of Paris in treating 
these cases, doubly reinforced at the point of 
fracture and over-corrected, that is slightly 
bowed in the direction of extension to the thick- 
ness of the plaster of Paris, over the site of the 
fracture. Plaster of Paris should not be used 
in the treatment of these cases as a primary 
dressing. It will lead to disaster. For the first 
four or five days during which the swelling will 
reach its height, ordinary coaptation splints may 
be used, the point opposite the fracture being 
doubly padded to produce over-correction, and 
for this primary dressing it is not necessary in 
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my experience to use a splint which extend 
beyond the elbow joint, but at the end of fiv 
days, when the swelling is absolutely under cor 
trol and when it has usually begun to recede, i 
treat these cases with a splint or any form 
apparatus which does not extend above the elbo. 
joint up the arm to at least one-third of it 
length, is to be guilty of gross error and th 
result shown in the illustration is certain 1 
occur. Many of these fractures occurring at t! 
middle of the forearm are sub-periosteal fra 
tures, rather than green stick fractures and 1 
displacement of the fractured ends occurs eith: 
laterally or antero-posteriorly. They are, ther 
fore, comparatively easy to reduce. In many bi 
little swelling in the forearm occurs and we a 
misled to believe that at the primary dressin 
a plaster of Paris bandage extending above t! 
elbow is the proper primary treatment. If th 
is used, it should be removed not later than tv 
weeks after it is applied, notwithstanding the fa 
that an x-ray taken through the cast after it 

applied shows an absolute alignment in bot 
planes. On account of the pliability of the so 
parts of the arm and forearm, just enoug 
shrinkage will occur in the average child to px 
mit of the bowstring contracture of the flexo 
and pronators. 

The treatment of the compound fractur 
which occur at this point I will not discuss. Th 
are to my mind among the most difficult in t! 
entire field of the surgery of fractures. In t 
hands of experts the results attained are usual 
far from the ideal and excepting at the low 
third of the leg they are more frequently acco: 
panied by secondary osteomyelitis of the bon: 
I therefore would not confuse the subject 
hand by more than alluding to the complicatic: 
that may attend the compounding of fractures 
this point. 

DISCUSSION 


Dr. James P. Dean, Madison, Wis., thought D 
Lemon’s paper shows a keen appreciation on the pa! 
of the author of the problems to be met with in this 
type of fracture, also the methods of mastering the: 
to obtain a perfect functional result. 

In the treatment of the ulna, he noted that the ha: 
is the important member, the forearm being su 
sidiary in its movement to the movements of the hanu, 
the radius being the more important of the two bone: 
in that movements of pronation and supination ai 
controlled entirely by the radius which revolves aroun ! 
the ulna, the ulna being stationary. If the function 
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of pronation of supination is even slightly interfered 
with, disability occurs. 

He endorsed the point brought cut by Dr. Lemon 
that the radius and ulna are not at their widest point 
from each other midway between pronation and su- 
pination and approved the statement that all these 
fractures should be treated or dressed in \ extreme 
supination. 

The outward curvature of the radius must be main- 
tained, and to secure a functional result physiologically 
perfect the fractured ends must be held in perfect 
apposition without any possibility of displacement in 
the region of the fracture after the immobilization 
apparatus is applied. 

Dr. D. R. Conner, Beloit, Wis., asked whether 
the arm in the radiogram would correct itself in time 
to a great extent. 

Dr. C. B. Kine, Chicago, Ill.: There is one point 
that I want to accentuate. You members of the 
Illinois Society will agree that I have had a little ex- 
perience with malpractice in the past six or seven 
years. I am glad that Dr. Lemon called attention 
to the fact that the circular splint should not be used 
as a primary splint. We are running into those cases 
constantly. If you do put it on as a primary splint, 
you have to put it on so tight that you are going to 
get into trouble. 

Dr. H. M. Francis, Woodstock, Ill.: This paper 
brought to my mind by contrast the treatment of frac- 
tures that was brought to my notice very forcibly last 
Spring. I did not observe it myself, but there were 
several doctors who did observe the treatment of 
fractures and who were just as dubious about it as I 
was and as you probably will be. Some of those, 
however, who observed it for weeks at a time almost 
got enthusiastic about it. It is so startling that I 
just present it here.as something that we might think 
about. 

The man- who conducted this fracture clinic had 
some considerable reputation in Edinburgh for the 
treatment of fractures of the arm, including the col- 
lar-bone. His method was to use no splints, whatever 
I asked different men about this repeatedly to find out 
if that was what they thought he meant, and they all, 
without exception, said that was what this man always 
stated in his clinics. One man who had visited those 
clinics for weeks and months told me that he had 
seen only one splint applied to the upper extremity 
in all that time. 

I was considerably startled. I have always used 
splints, and I presume I will continue to use splints 
for some time to come, but the excellent results that 
this man got in his fractures and the reputation that 
he had in that community for excellent results ought 
to be considered. I might add that mal-practice suits 
in that community are almost unknown. 

Dr. Joun F. Herrick, Ottumwa, Iowa: In treating 
those fractures, the Doctor instructed not to use the 
plaster of Paris splint at first. If it is not good at 
first, why use it at all? I have treated my cases by 
putting on a flat splint and keeping it on until it is 
well, In that way, you get no bulging of the bones. 
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You can always see the condition of the arm. If 
you put it up in plaster of Paris, you can’t see it and 
can’t tell whether anything is going wrong. If you 
can see it every few days and find there is a little 
bulging, you can easily correct it, but if you put it 
up in a plaster of paris splint and some accident hap- 
pens, you are not aware of it. 

Dr. Cartes H. Lemon (closing): In regard to 
what Dr. Connell asked, this arm, if left to itself, will 
not straighten itself out. It requires subsequent treat- 
ment in order to come out perfectly all right. If 
you keep in mind the principle of the bow, as I sug- 
gested, I think you will readily understand that it 
can not be improved. 

Dr. Herrick’s remarks or criticisms suggest some- 
thing I once heard an Irish professor of mine say. 
He said, “Lemon, I can give you things to be under- 
stood; I cannot give you the understanding.” 





THE SPHENOID SINUS* 


Joun A. Cavanaven, M. D. 
CHICAGO 


The attention given by the medical professsion 
to the sphenoid cavity is slight in comparison to 
the interest in other sinuses of the nasal passage, 
and to my mind it is of greater importance; it 
has closer association to vital structures and is 
more liahle to complications; and I believe it 
high time that we as medical men, be more famil- 
iar with this subject. In a survey of the litera- 
ture on nasal sinuses few articles are found deal- 
ing with the sphenoid cavity; which may be due 
to the fact that it is difficult to reach and ex- 
amine. We are greatly indebted to Doctors Loeb, 
Sluder, Onoidi and others for their valuable con- 
tributions on the anatomy of this cavity and its 
relation to the surrounding structures. The 
lymphatic distribution from this cavity is still 
unsettled, and we are waiting for some one to 
throw light upon this phase. 

The sphenoid cavity is located in the body of 
the sphenoid bone, but may extend into the adja- 
cent bony structures, as its size and shape is very 
erratic. 

At birth the future sphenoid cavity is repre- 
sented by a small depression on the posterior 
nasal wall. It shows a definite cavity at three 
years and a well developed one at sevén years. 
The sphenoid ostium is located about midway 
between the roof of the nasal cavity and the upper 
part of the choana narium. Its relation to the 


later wall will depend upon the development of 


*Read at the Sixty-ninth Annual Metting of the Illinois 
State Medical Society, at Peoria, May 21, 1919 
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the posterior ethmoid cells. It is usually oval in 
shape and about 2 m. m. in its long diameter and 
1.5 m.m. wide. 

It is not my purpose to take up each variety 
of the sphenoid diseases and discuss them, but to 
deal with the necessity of careful examination of 
our cases, 

I make it a practice to examine very carefully 
the sphenoid sinus of all cases that complain of 
post nasal dripping, obscure cases of tinnitus 
aurium, headaches, obscure eustachian tube af- 
fections, posterior auricular pains without special 
local findings, pressure back of the eyes and 
tenderness of the eye ball, and I have been sur- 
prised at the finding in the majority of these 
cases, 

The hyperplastic sphenoiditis type of disease 
which Dr. Sluder refers to in his text, is I be- 
lieve the result of long continued irritation of 
this cavity which if diagnosed early and recog- 
nized would never have developed into this stage 
and the nerve involvement which he has so mas- 
terly defined would have been very much less. 

The microscopical examination of tissue from 
the sphenoid made by J. D. Comrie and J. 8. 
Fraser, shows that slight catarrhal changes in 
the mucous membrane were often found at post 
mortem, but genuine suppuration was rare. This 
should impress us with the necessity of careful 
clinical examinations. 

I cannot but believe, many of the disorders of 
the pituitary body are secondary to a primary 
disturbance of the sphenoid sinus, because of its 
close relation to this cavity. Dr. Harvey Cush- 
ing in his text on “The Pituitary body and its 
Disorders”; states that it is not unusual for 
patients to mention an occasional unexpected and 
intermittent discharge of mucous into the 
pharynx. Dr. Cushing would lead us to believe 
this was the result of the diseased gland, but I 
think it is a question that remains for the Rhinol- 
ogist to solve, which can only be done by careful 
clinical and post mortem examinations. 

With sphenoid involvement the eyes are often 
affected and the patient consults an oculist. He 
does a refraction. Dr. W. C. Posey tells us that 
fortune is: sometimes kind to the doctor in this 


error of diagnosis as no harm is done the patient, 
and a refraction may not only relieve the symp- 
toms, but may actually cure them; not through 
relief of eye strain by correcting lenses but by 
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atropine which puts the ciliary nerve at rest and 
dries up the secretion in the sinus. 

The suppurative sphenoids are not difficult to 
diagnose but the non-suppurative types require 
very careful and painstaking examinations. The 
routine use of the pharyngoscope in children and 
adults has been of great aid in my work, for 
without it many cases would have been over- 
looked. One must use the pharyngoscope fre- 
quently to become familiar with the normal and 
abnormal mucous membrane. In using the 
pharyngoscope I apply cocaine along the floor of 
the nose only to allay irritation that passing the 
instrument might provoke; never applying any- 
thing to other areas until I have first inspected 
them, I then apply cocaine to shrink the tissues 
for a better view. 

Watson Williams states it is impossible to find 
the orifice and enter the sphenoid sinus in 50 
per cent of the cases. In every instance that | 
have tried to probe the sphenoid, I have been 
able to do so, with the exception of one. Inter- 
ested in knowing whether a sphenoid sinus was 
present in this case, I had an x-ray made which 
showed the cavity present and of rather larg 
size. Because of the symptoms I decided to mak: 
an opening which I did, and as soon as the instru 
ment entered the cavity the patient said, “I fee! 
a relief of that pressure.” He has been free 0 
symptoms since, and I believe he had a vaciun 
sphenoid sinus, as no secretion was apparent, tl: 
osteum being closed accounted for my inabilit 
to probe the cavity. 

In examining the sphenoid cavity, I first intro 
duce a small proble to locate the opening, ther 
dilate the opening by introducing graduated 
bougies, until large enough to introduce a smal! 
electric light into the cavity for transillumina- 
tion, which I believe will be of great aid i: 
examining these cavities, but the number I hav: 
examined in this manner is not sufficient to mak: 
any definite claims, however it does aid in out 
lining the size of the cavity. I have had a hood 
made to slip over the lamp, which directs th: 
light in certain directions and helps in outlining 
the cell. ; 

In cases which show an involvement of th: 
sphenoid, after dilating ostium, I introduce a 
catheter, and attach a small syringe, which has 
about 5 c.c. of water, all sterile, and gently inject 
the solution into the cavity, and then draw it 
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back into the syringe, while the head of the 
patient is held back. After doing this three or 
four times, I have cultures made from the wash- 
ings. The Columbus Memorial Laboratory re- 
ports one mixed infection, 3 staphylococci, 2 
pneumoccocci and staphylococci. These were cases 
that had symptoms of sphenoid involvement but 
no pus perceptible. I expect to continue the ex- 
aminations and later publish cases with their 
findings. 

It is not necessary to discuss the subject of 
treatment at this time as I have nothing to offer, 
other than we all know. However, I hope to 
present something new along this line in a future 
writing. 
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PERNICIOUS VOMITING WITH A PLEA 
FOR THE MOTHER.* 
Pau Garpner, M. D. 
NEW HAMPTON, IOWA. 

Nearly every case of pregnancy at some time 
during gestation has some form of toxic condi- 
tion; some patients will seemingly improve in 
health and will tell you théy feel better while 
pregnant. While these cases are rare they do 
occur. The greater number, however, have morn- 
ing sickness and a whole chain of nervous mani- 
festations which as a rule soon clear up with the 
aid of the usual medical attention and especially 
diet, which in these cases is much neglected by 
the practitioner who tells the patients to expect 
some trouble, but that they will be all right after 
a while, ete. In my experience of over a 1,000 
pregnancies covering a period of over twenty 
years it has been my misfortune to observe six 
eases of pernicious vomiting i. e., they would 
not respond to any treatment that we were able 
to render, until we emptied the uterus. Five 
of my own cases and one I saw in consultation 
went to a fatal termination. 

Of my own cases, two were in the same patient 
some twenty years ago in which I produced an abor- 
tion; the patient recovered promptly, all vomiting 
ceased. The same can be said of my third case or 


second patient. The last two cases were in the same 
patient of which I wish to speak more definitely. 


*Read at the Tri-State District Medical Assembly, Sept. 
1-4, 1919. 
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Mrs. W., aged 24 years, on July 10, 1915, came into 
my office complaining of feeling hungry but could 
not eat-as it made her vomit, she was a primipora 
about two months pregnant. Of a nervous tempera- 
ment, weight about 110 lbs. temperature normal, pulse 
80; she did very well for a few days then grew worse. 
Aug. 4, pulse 120, temperature 98. Aug. 5, pulse 130, 
temperature 97.5, looked badly, very weak. Aug. 6, 
I emptied the uterus; vomiting and nausea stopped 
immediately. July 31, 1916, was again called and 
found her two and one-half months pregnant and had 
been vomiting for two weeks and complained of con- 
siderable pain in and around the stomach. Pulse 70, 
temperature normal. As they were very desirous of 
having an heir, and thinking perhaps I had been 
unduly alarmed a year ago, we talked over the propo- 
sition of the expectant plan of treatment. Put a 
competent nurse in the home and did everything we 
could, but she kept going from bad to worse; some 
days she would feel fairly well, but always had a pain 
in her stomach and nausea. Finally on Sept. 25, 1916, 
I emptied the uterus again, but not until she was 
unable to turn over in bed and her pulse had gone to 
140 and her temperature 97. She made a very slow 
recovery but finally got well after a stormy conval- 
escence, * 

It goes without saying that all these cases 
were done under consultation. 

C. S. Bacon in summing up the suggestion regard- 
ing treatment, says: 

Ist. The ‘abnormal irritability of the nervous sys- 
tem, including the vomiting center, is to be allayed by 
keeping the patient in bed, by attention to the skin, 
bowels and kidneys, etc. 

2nd. The hysterical condition which is so commonly 
found present should be controlled by strengthening 
the will and influencing the dominant ideas of the 
patient. 

3rd. All sources of peripheral irritation should be 
discovered and removed. 

4th. In extreme cases subcutaneous saline injec- 
tions serve the three-fold purpose of diluting the 
blood and increasing vascular eliminating 
toxine through renal and intestinal emunctories and 
furnishing two most important kinds of food. 

5th. Induction of abortion is never indicated. At 
a stage when it is safe and efficient it is not necessary, 
and in extreme cases it adds greatly to the danger, 
rarely stops the vomiting, and can be substituted by 
the artificial serum. 


tension, 


Just why we have these peculiar conditions 
in some pregnant woman is very hard to say, it 
is probably due to a acetonuria, which is the 
chief practical evidence of acidosis. Acetonuria 


may occur, however, without any glycosuria as 
At no time could I ever find any 
sugar in the urine, so it is important to remember 
that even a healthy person who is starved of 


carbohydrate food is apt to pass acetone in the 


in my case. 
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urine. This explains why it is that acetonuria 
occurs in such conditions as gastric ulcer, in- 
testinal obstruction, and persistent vomiting of 
pregnancy, and probably many other conditions 
in which there is either actual or virtual starva- 
tion. Be this as it may, I cannot agree with 
those who hold that abortion is never justifiable 
or indicated, for what are you going to do for 
these patients ? 

After we have tried all sorts of treatment and 
our patient does not respond, but grows weaker, 
my advice is to empty the uterus and not to over- 
work the beautiful dream of watchful waiting. 
I do not pretend to give an authoritative answer 
to this subject; but I do contend that the con- 
scientious physician should be untrammeled in 
his decision; that with a full sense of his re- 
sponsibility to God and man and a consciousness 
of the duty he owes his profession, he should be 
allowed to follow the instinct to save life im- 
planted more and more deeply in the medical 
mind as his experience grows. 

No one has an unqualified right to life; the 
murderer’s life is a forfeit to the law; the 
soldier’s life is often a forfeit to the State. 
Neither law nor the church condemns this viola- 
tion of the sixth commandment. 

How much more merciful is medicine; how 
much less liable to condemnation, if it extin- 
guishes a precarious life already doomed to ex- 
tinction and in compensation saves a life still 
capable of preservation. Has not the woman 
herself a right to life? Has she not the right 
to demand the sacrifice of her embryo by the 
common law justification of self defense or even 
by the old Biblical law that “Whoso sheddeth 
man’s blood by man shall his blood be shed ?” 

For if the presence of an embryo in the womb 
insures a woman’s destruction, in what ‘other 
light can it be regarded than as the potential 
murderer of its host, the mother? 

The decision of this momentous question must 
be left to the physician who occupies the unique 
position in civilized communities of arbiter of 
life and death without Judge or Jury. 


I am proud to think that i€ can safely be left 
to him, assailed with and resisting temptations 
greater than confront the average human being, 
daily giving his services for the benefit of his 
fellow creatures, constantly striving to do the 
right thing by the sick entrusted to his care. 
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DISCUSSION 

Dr. T. F. Kinley (Rockford): I would like to ask 
the Doctor if he has tried any of the organic therapy 
treatments on the cases of vomiting. I see they are 
very highly recommended. 

The Chairman: Are there any other questions? 

Dr. J. E. Allaben (Rockford): Having seen one 
patient die with pernicious vomiting, I resolved, as 
the Doctor recommends, to try something. I had 
seen the dilation of the uterus would obviate the 
trouble by introducing a tent and leaving it in twenty- 
four hours. I found that it worked very well. One 
woman I had a few years ago had pernicious vomiting, 
and I introduced a tent and left it twenty-four hours 
and dilated the uterus pretty well and the vomiting 
was relieved and she came through in perfect condi- 
tion. 

The Chairman: Is there any further discussion? 
If not, Dr. Gardner will close it. 

Dr. Gardner: I stayed away from the special medi- 
cal treatment because you know if you get into that 
your paper would be altogether too long. 

I have had no experience with organic therapy. | 
did not try it but I did try dilating the uterus. In 
fact, I tried to find and read everything on the subject 
and get every one’s opinion, but it is like the consulta- 
tion where there are too many doctors, it is not 
very good for the patient. 





HIGH COST OF LIVING EFFECTS GENERAL 
HEALTH 


An investigation was recently conducted by the 
municipal Health Department of New York into the 
effect of the high cost of living." The 2,084 families 
studied by the bureau represented an average cross- 
section of the city. At the beginning of 1918, twenty- 
one per cent had a total income of $600 or less for 
the support of an average family of five persons. An 
additional thirty and a half per cent had a total in- 
come of from $600 to $900 a year, and about twenty- 
one per cent had an income of from $900 to $1,200. 
A little over nine per cent of these families were com- 
pelled to receive alms and in almost ten per cent of 
the homes the women were forced into industry 
Special attention was given to the influence of the 
high cost of living on the children’s dietary. In 293 
families the use of bottled milk was given up. In 
206 other families milk was entirely eliminated from 
the children’s food, and in seventy-one the amount 
was considerably reduced. Butter was omitted from 
the children’s diet in 370 families and the amount re- 
duced in 191 families. Even sugar was denied the 
children in seventy-one homes and reduced in 139 
instances. In 807 families the use of meat was entirely 
eliminated and in 388 families the amount purchased 
was appreciably reduced. Eggs were eliminated in 822 
families and butter in 615 families. In studying the 
convalescence from illness the nurses found that 287 
cases out of 2,183 were definitely retarded, due to in- 
ability to obtain the essentials of life. These figures 
need no comment. 
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Editorial 


MAKE HOTEL RESERVATIONS EARLY. 

The annual meeting of the Illinois State Medi- 
al Society will be held May 18, 19 and 20 at 
Rockford. Owing to the crowded conditions at 
\otels, it will be necessary to make reservations 
it the earliest possible date. 

The following hotels have agreed to charge 
nly their regular rate: 
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Chick Hotel, 123 S. Main street, 150 rooms, 
American plan. 

East Side Inn, 
European plan. 

Edward Hotel, 329 S. Main street, 65 rooms, 
European plan. 

Grant Hotel, Mead Building, 30 rooms, Eu- 
ropean plan. 

Hotel Blackhawk, 528 W. 
European plan. 


222 E. State street, 60 rooms 


State, 50 rooms, 


Hotel Mayer, N. Wyman street, 40 rooms, Eu- 
ropean plan. 

Hotel Poole, 730 W. State, 37 rooms, 
ropean plan. 

Rockford Hotel, 603 W. State, 37 rooms, Eu- 
ropean plan. 

Illinois Hotel, 20914 S. Main street, 80 rooms, 
European plan. 

Nelson House, 8S. Main 
European plan. 

Park Hotel, 112 S. Church, 
ropean plan. 

Rood Hotel, 406 Elm street, 51 rooms, Eu- 
ropean plan. 


Eu- 


street, 365 rooms, 


90 rooms, Eu- 


Hotel reservations should be made at once 
in order to avoid disappointment. Reports that 
are coming in indicate an attendance of upward 
of one thousand; it is advisable, therefore, to 
make early reservations to assure accomimoda- 
tions. All requests should be made direct to 
the hotels mentioned. 





THE SECRETARIES’ CONFERENCE 


The attention of the members of the Illinois 
State Medical Society as well as the Secretaries 
of the County Societies is called to the program 
to be given at Rockford. 

The Secretaries’ Conference, while it is a part 
oi the Annual meeting, is taken up in an entirely 
different manner from the general meeting. 

The Conference last year was an excellent one 
composed of addresses given by Secretaries who 
had by their special energy and ability placed 
their own County Societies in the lime light. 

This year’s program is intended to be a real 
Conference and it is hoped that the meeting will 
be one, which may be remembered by every one 
present as such. 
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Every Secretary who has at any time received 
the annual dues of the members of his local Soci- 
ety, and every member who has ever paid his dues 
to the Secretary of his local Society, should be 
present and help to make this the most interest- 
ing Conference in the history of these meetings. 

T. D. Doan, 
Secretary. 


. 





EYE, EAR, NOSE AND THROAT SECTION. 

The Eye, Ear, Nose and Throat Section of 
the Illinois State Medical Society has arranged 
a splendid program for the Rockford meeting; 
they have also made arrangements for an ex- 
cellent banquet. 

The officers of the Section extend a special 
invitation to all men interested in this special 
line of work to make a strenuous effort to at- 
tend the Rockford meeting. Dr. Fringer of 
Rockford is making a great effort to make the 
clinical part of the meeting a success. 

Frank Aiport, Chairman. 
C. F. Burkhardt, Secretary. 





THE HIGH COST OF PUBLISHING THE 
JOURNAL. 

Owing to the marked advance in the cost of 
paper, union labor, etc., the expense of publish- 
ing the JourNAL has advanced over 100 per cent. 
in a comparatively short time. 

At the present time the cost of labor is the 
order to 
whip the JourNnaL into shape for publication 
each month it requires the constant attention of 


highest in the world’s history. In 


several people. This service costs money, yet 
little consideration is given to this item by the 
average doctor and even by many of the officers 
of the county societies. 

Little details that should be looked after by 


the author or the county secretary are very fre- 


quently overlooked and this accumulative neglect 
is heaped up on the editor's office, and the cost 
of unraveling it is many times greater than if 
looked after at the sources as it should be. 
Papers are frequently sent for publication 
without even the title, the name of the author 
or the name of the County Society before which 


it was read. It costs time and money to trace 
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this paper to its source and get the necessa: 
data. Recently we received a batch of ten p: 
pers sent by the secretary of a medical socie' 
and not one of them contained the title, nan 
of the author, or the name of the organizati: 
before which the paper was read. Ultimately, 
we were sent a program with a suggestion th 
we could dig the information out ourselves. 

This “Let George Do It” spirit is a very shi! 
less way of doing business and is an extra t 
on the treasury. The details mentioned shou! 
he attended to by the author and in case he fa 
to do so it should be detected and remedied 
the secretary of the respective society. 

If these little details are looked after as t! 
should be, a considerable saving could be ma 
annually in getting out the JournaL. We a 
the co-operation of all in helping to maint: 
the efficiency of the Journat and at the sa 
time keep the cost of publishing as low as » 
sible. 





HOW MANY HAVE YOU SENT HIM? 


Last month a certain old practitioner in ( 
cago mailed letters to physicians with the requ 
that patients be referred to him for “absent tr: 
ment.” Among other naive statements in 1 
letter was the following: “Don’t class me w 
Christian Scientists and New Thoughters; I \ 
Volotherapy — Will-therapy — which is strict 
scientific.” 


The following effusion shows the effect 1 
letter had on one of us: 


THE QUACK’S DREAM 
Or, How to Do ’Em Goop 
Dedicated to S——n L——tt 


Some folks, when they dream of riches, think t! 
have to learn a trade; but the modern quacks 
witches put all schooling in the shade. Formerly 
medic student used to burn the midnight oil; 1 
the quack on pelf intendent studies how the s« 
to ’spoil. Branches four no longer hold him pour 
over musty tomes; bunk’s appeal is e’er before | 
luring to unnumbered “bones.” What’s the use 
mental training?. Latin ’s language of the dead; suc 
ers every minute straining to be trimmed from i 
to head. ‘ Christian Science for the sinner, or sp 
dylotherapy. Absent treatment is a winner, why : 
Volotherapy? Guilders, kronen, kreutzers, rup: 
farthings, kopecks, shekels, yen, falling in a gold: 
shower far beyond a Croesus’ ken! 

H. G. O. —After Walt Mason (a long way) 
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ILLINOIS STATE MEDICAL SOCIETY 


SEVENTIETH ANNUAL MEETING 
Rockford, May 18, 19 and 20, 1920 


tegistration Office, Headquarters and Exhibit 
Hall in basement of Shrine Temple. 


First Day—Tuesday Afternoon 
2.00—Eye, Ear, Nose and Throat Clinics, Rock- 
ford Hospital. 
2:30—Call to order of the Society in General 
Session, by the President, J. W. VanDer- 
slice of Oak Park. Elks Club. 
3:00—Call to order of Secretaries’ Conference 
by the President, F. C. Gale of Pekin. 
Elks Club. 
:00—Meeting of Committee on Credentials for 
House of Delegates. Elks Club. 
First Day—Tuesday Evening 
:30—Banquet of Section on Eye, Ear, Nose 
and Throat, Nelson House. Price per 
plate, $3.50. All desiring to attend should 
notify Dr. W. R. Fringer, Rockford, Ill. 
:00—Call to order of the House of Delegates 
by the President, J. W. 
Elks Club. 


Van Derslice. 


Second Day—Wednesday Morning 


9 :00—Call to order of the Sections for the read- 
ing and discussion of the papers of the 
program. 

Section on Surgery, Shrine Temple. 
Section on Medicine and Public Health 
and Hygiene. 

Section on Eye, Ear, Nose and Throat. 
Elks Club, Christian Union Church. 


:00—Adjournment for luncheon. 


Second Day—Wednesday Afternoon 


2:00—Call to order of the Society in General 
the First Vice President, 
George Weber of Peoria, Shrine Temple. 
All Sections are expected to adjourn until 
after the General Meeting. 

President’s Address, J. W. VanDerslice, 
Oak Park. 

Oration on Surgery, “Surgery of the Gall 
Bladder and Ducts,” Geo. W. Crile, Cleve- 
land, Ohio. 

Oration on Medicine, “Diseases of Pitui- 


Session by 
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tary Glands,” William Englebach, St. 
Louis, Mo. 
Reconvening of the Sections. 


Second Day—Wednesday Evening 


Third Day—Thursday Morning 

% :00—Call to order of the Sections for the con- 
tinuation of the program. 

12 :00—Adjournment for luncheon. 


Third Day—Thursday Afternoon 


1:30—Call to order of the Society in General 
Session, Elks Club. of the 
President-elect. 


Induction 


2 :00—Reconvening of the Sections. 
5 :00—Final adjournment. 
OFFICIAL PROGRAM 
SECTION ON SURGERY 


C. W. Poorman, Chairman 
(ieo. S. Edmondson, Secretary 


Oak Park 
Clinton 
Shrine Temple, Wednesday, May 19, 1920, 9 a.m. 
1. The Long Interval in Two Cases of Skull 
Fracture—E. 8. Murphy, Dixon, Il. 
Discussion—George W. Thompson, Chicago. 
Defending the Carrel-Dakin Treatment— 
W. E. Potter, Oak Park. 
Discussion—William Fuller, Chicago. 
“Colon Malfusion” (symptoms and analysis 
of 100 
Paris. 
Discussion—T. I. Motter, Oak Park. 


case histories)—Roland Hazen, 


Diagnosis and Treatment of Ost®gmyelitis— 
A. J. Ochsner, Chicago. 

Discussion—J. F. Perey, Galesburg. 

The Treatment of Cavities from 
Chronic Osteomyelitis—Carl Beck, Chi- 
cago. 

Discussion—Car] 


Bone 


Black, Jacksonville. 

X-Ray Manifestations of 
Lungs—Robt. E. 
burg. 

Discussion—E, 8. 


of the 
Lee Gunnings, Gales- 


Diseases 


Blaine, Chicago; J. V. 
Fowler, Chicago. 
Hospital Standardization—C. E. Humiston, 
Chicago. 
Discussion—Mr. F. W. Shepardson, Spring- 
field. 
M. L. Harris, Chicago. 





. Fracture of the Skull—Geo. N. 
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. Surgical Diseases of the Abdomen Compli- 
cating Normal Pregnancy—N. P. Harlin, 
Freeport. 

Discussion—C. S. Bacon, Chicago. 

. Peripheral Nerve Injuries, Diagnosis and 
Treatment—Dean D. Lewis, Chicago. 

Discussion—E. P. Sloan, Bloomington. 

Kreider, 
Springfield. 

Discussion—J. H. Walsh, Chicago. 

. A Plea for Early Operations in Kidney 
Tuberculosis—Daniel Eisendrath, Chicago. 

Discussion—Frank Buckmaster, Effingham. 

. Trocar Thoracotomy versus Rib Resection in 
the Treatment of Empyema—0O. F. Shul- 
lian, Quincy. 

Discussion—J. H. Evans, Chicago. 

. Bone Surgery—J. F. Golden, Chicago. 

Discussion—D. W. Deal, Springfield. 

. The Treatment of the Ruptured Appendix— 
John L. Sloan, Bloomington. 

Discussion—Dean Lewis, Chicago. 

. Applied Mechanics in Bone Surgery—Paul 
B. Magnuson, Chicago. 

Discussion—T. A. Bryan, Mattoon. 

. The Technique for the Removal of Foreign 
Bodies—W. M. Thompson, Chicago. 

Discussion—George N. Kreider, Springfield. 

John A. Green, Rockford. 


7. Abscess of the Tongue—John C. Dallenbach, 


Champaign. 
Discussion—H. J. Stewart, Oak Park. 
. Hernia of the Bladder—Leigh F. Watson, 
Chicago. 
Discussion—W. B. Peck, Freeport. 
C. U. Collins, Peoria. 


. Treatment of Some Pelvic Inflammations—- 


C. H. Tierman, Decatur. 
Discussion—Hugh MacKechnie, Chicago. 


20. The Surgical Treatment of Gastric and Duo- 


denal Ulcer With a New Method of Py- 

loroplasty—Alfred Strauss, Chicago. 
Discussion—Milton Portis, Chicago. 

Joseph C. Friedman, Chicago. 

. The Laboratory as an Aid in the Diagnosis 

and Treatment of Diseases of the Thyroid 

Gland—Oscar J. Elsesses, Chicago. 
Discussion—N. M. Percy, Chicago. 


. Transfusion of Blood at a Distance—V. D. 


Lespinasse, Chicago. 
Discussion—E. 8. Murphy, Dixon. 


23. 


. Traumatic 
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The Technique of Goiter Operations—E. P. 
Sloan, Bloomington. 
Discussion—Paul Oliver, Oak Park. 


24. Experiences and Changes Taken Place in 


Twenty-five Years’ Appendicitis Opera- 
tions—E. M. Sala, Rock Island. 
Discussion—D. W. Graham, Chicago. 


. Strumectomy, Safe and Effective—Weller 


Van Hook, Chicago. 
Discussion—W. F. Grinstead, Cairo. 


26. Some Practical Phases of Local Anasthesia— 


John R. Harger, Chicago. 
Discussion—F.. G. Dyas, Chicago. 
Fracture With Complicating 
Nerve Lesions—Orlando F. Scott, Chi- 
cago. 


Discussion—H. C. Mitchell, Carbondale. 


. Three Days versus Three Weeks in the Hos- 


pital for Hemorrhoidal Operations (lan- 

tern slides) —J. Rawson Pennington, Chi- 

cago. . 
Discussion—L. D. Howe, Streator 


29. Diagnosis and Treatment of Cervical Ribs— 


Carl B. Davis, Chicago. 

Discussion—G. L. McWhorter, Chicago. 

A New‘and Efficient Method for the Use of 
Wire in Bone Surgery—James M. Neff. 
Chicago. 

Discussion—M. P. Rogers, Rockford. 


31. Fibroid Tumors in Pregnancy—Aimé Paul 


Heineck, Chicago. 
Discussion—J. H. Edgecomb, Ottawa. 


2. Interpretation of Early Abdominal Symp- 


toms from a Surgical Standpoint—F. D. 
Moore, Chicago. 
Discussion—W. J. Carter, Mattoon. 
Surgery of the Gall Tracts, Without Ex- 
ternal Drainage—H. M. Richter, Chicago. 


. The Patient After thé Operation—J. W. 


Hamilton, Mt. Vernon. 


SECTION ON MEDICINE AND PuBLic HEALTH AND 


HYGIENE 


SECTION ON MEDICINE 


Elizabeth B. Ball, Chairman........... Quincy 


W. L. Callaway, Se¢retary 


Chicago 


SECTION ON PUBLIC HEALTH AND HYGIENE 


G. G. Burdick, Chairman 
J. H. Siegel, Secretary............. Collinsville 
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Elks Club, Wednesday, May 19, 1920, 9 a.m. 16. The Management of Syphilis—Louis D 


1. 


Doctors and the Public Health—C. W. Lillie, 
East St. Louis. 

Foreign Bodies in the Brain. Illustrated 
with lantern slides and with special refer- 
ence to Roentgenological Findings—Har- 
old Swanberg, Quincy. 


Discussion—C. C. Rogers, Chicago. 


Diagnosis of Heart Lesions Simplified—- 
John Weatherson, Chicago. 


Individual Preventive Medicine—Anna 


Weld, Rockford. 


Differential Diagnosis of Gall Bladder Dis- 
ease and Duodenal Ulecer—Leon Bloch, 
Chicago. 


Mouth Infection and Systemic Disease— 
W. M. Hartman, Macomb. 


Hygiene, the Best Prophylaxis in Tubercu- 
losis—M. W. Harrison, Collinsville. 


The Need of Strict Enforcement of Notifica- 
tion in Cases of Diagnosed and Suspected 
Pulmonary Tuberculosis — Eugene J. 
O’Neill, Chicago. 

The Diagnostician’s Role in the Tubercu- 
losis Problem—Curtis F. Lyter, St. Louis. 
Mo. 

Discussion of three preceding papers—Geo. 
T. Palmer, Springfield; J. W. Pettit, Ot- 
tawa; O. W. MeMichael, Chicago. 


The Radium Treatment of Goiter—A. N. 
Clagett, Chicago. 

Stramonium and Its Untoward Effects— 
W. E. Shastid, Pittsfield. 

The Significance of Cardiac Murmurs—C, J. 
McMullen, Chicago. 

Plans for Development of Efficient Health 
Organization in Cities and Rural Sections 
of Ilinois—C. StClair Drake, Springfield. 

Discussion—I. N. Neece, Decatur; H. N. 
Heflin, Kewanee; E. W. Fiegenbaum, 
Edwardsville. 

Is Progress Being Made in Controlling Ve- 
nereal Disease?—C. C. Pierce, M. D., 
U. S. Public Health Service, Washing- 
ton, D. C. 

Early Diagnosis of Syphilis—C. C. Kost, 
Dixon. 


7%. 


Smith, Chicago. 

A Case of Syphilis of the Stomach With 
Negative Findings in the Blood and 
Spinal: Fluid—Sidney A. Portis, Chicago. 


A Rational Program for the Prevention of 
Pollution of Lakes and Streams—Mr. 
Paul Hansen, Urbana. 


A Housing Code for Illinois—Senator Har- 
old Kessinger, Aurora. : 
Intestinal Stasis, Its Cause and Treatment— 
Katherine B. Luzader, Greenville. 
Discussion—D. T. Brown, Mulberry Grove. 
A Plea for the Bedtime Toilet—C. B. John- 
son, Champaign. 

Discussion—J. W. Pettit, Ottawa. 

Bronchopneumonia With Some Complica- 
tions—G. W. Rice, Galena. 

Cubism in Medicine—Geo. F. Butler, Chi- 
cago. 

A Constitution in Making—Chas. E. Wood- 
ward, President Constitutional Conven- 
tion, Ottawa. 


5. The Fatality of Industrial Electric Currents 


. Twilight Sleep 


—Frank Chauvet, Chicago. 


The Caloric Method of Bottle Feeding in 
Normal Babies—L. O. Frech, White Hall. 


. The Spastic Factor in Arterial Hyperten- 


eion—Karl K. Koessler, Chicago. 

Elizabeth R. Miner, Ma- 

comb. 

Discussion—Bertha M. Van Hoosen, Chi- 
cago. 


29. Diagnosis of Duodenal Ulcer With Lantern 


Slide Demonstration—R. L. French, Chi- 
cago. 
Early Diagnosis and Treatment of Pulmo- 
nary Tuberculosis—D. A. Brown, Peoria. 
Glucose Intravenously—Geo. P. Gill, Rock- 
ford. 
Influenza Epidemic, 1920 
Springfield. 
Discussion—E. O. Jordan, Chicago. 
H. N. Bundesen, Chicago. 
Victor C. Vaughan, Detroit, 
Mich. 
E. W. Weiss, Ottawa. 
The Treatment of Nervous Irritability and 
Excitement—Edward Jacobson, Chicago. 


J. J. McShane, 
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Legal Aspect of Birth and Death Records 
and the Duty of the Physician to His 
Clients—Robert J. Folonie, General Coun- 
cil, Chicago. 

Diseussion—M. O. Heckard, Chicago. 

T. C. Roome, Evanston. 

The State and Its Interest in Conservation 
of Health and Life of Its Children—C, W. 
East, Springfield. 

Discussion—Elizabeth B. Ball, Quincy. 

G. C. Runkle, Stockton. 


The Use of the X-Ray in the Treatment of 
Carcinoma—H. A. Chapin, Jacksonville. 


The Etiology of Pulmonary Tuberculosis— 


Robt. S. Berghoff, Chicago. 


Some Observations on the Trend of Federal 
Legislation Affecting Public Health Or- 
ganizations and the Medical Profession of 
the United States—Fred R. Green, Chi- 
cago. 

The Location of the Apex Beat in Relation 
to Diseases of the Chest—Max Biesenthal, 
Chicago. 

Some Fundamentals of Public Health Work 
—John Dill Robertson, Chicago. 
Discussion—W. A. Evans, Chicago; He- 
man Spalding, Chicago; F. O. Tonney, 
Chicago. 

Discussion—John Dill Robertson, Chicago. 

W. A. Evans, Chicago. 
Herman Spalding, Chicago. 

Points in Infant Feeding of Value to the 
General Practitioner—Jesse R. Gerstlev, 
Chicago. 

42, R.C. Bourland, Rockford. 
SECTION ON Eye, Ear, Nose Aanp THROAT 
Chicago 
Effingham 


Frank Allport, Chairman 
Chas. F. Burkhardt, Secretary 
Christian Union Church, Wednesday, 

May 19, 1920, 9 a.m. 

Some Problems in Intra-Ocular Tension— 
Thomas Faith, Chicago. 

Discussion—H. H. Brown, Chicago. 

A Glaucoma Question—Michael Goldenburg, 
Chicago. 

Discussion—Dwight C. Orcutt, Chicago. 

Surgery of the Ethmoid Labyrinth—A. H. 
Andrews, Chicago. 
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Discussion—Carroll B. Welton, Peoria. 

Observations in Sphenoid Sinus Diséase— 
John A. Cavanaugh, Chicago. 

Discussion—Chas. H. Spears, Champaign. 

The Rol! of the Nasal Accessory Sinuses i: 
the Production of Eye Diseases, wit! 
stereopticon slides—R. J. Tivnen, Chi- 
cago. 

Discussion—R. C. Matheny, Galesburg. 

The Eye in Its Relation to Diseases of th. 
Nose, Throat and Teeth—Oliver Tydings 
Chicago. 

Discussion—A. L. Adams, Jacksonville. 
Treatment of Chronic Dacryocystitis by 
Curettment—H. W. Woodruff, Joliet. 

Discussion—Chas. B. Voight, Mattoon. 

Peri-Tonsillar and Its Radica! 
Treatment Jr., Roc! 
Island. 

Discussion—W atson 

Bloomington. 

Severe Complications of the Head and Neck 
Following Influenza—J. C. Beck, Chicag: 

Discussion—Frank Brawley, Chicago. 

Some Mastoid Complications—J. Sheldo: 
Clark, Freeport. 

Discussion—Norval H. Pierce, Chicago. 

Differential Diagnosis of Functional and Ox 
ganic Lesions of the Inner Ear, Nerv: 
Pathways and Central Nervous Systen 
with lantern slide demonstrations—Chas 
M. Robertson, Chicago. 

Discussion—Harry Kahn, Chicago. 

Is the Human Eye Degenerating ?—Willi 
O. Nance, Chicago. 

Discussion—Thomas O. Edgar, Dixon. 

Diseases of the Retina—Wesley H. Peck. 
Chicago. 
Discussion—W. L. Noble, Chicago. 


Abscess 
Louis Ostrom, 


William Gailey, Jr., 


SECRETARIES’ CONFERENCE 
F. C. Gale, President 
H. A. Chapin, Vice-President 
T. D. Doan, Secretary 
Elks Club, Tuesday, May 18, 1920, 3 p.m. 
President’s address—F. C. Gale, Pekin. 
How to Improve the Secretaries’ Conferen: 
General Discussion. 
Efficiency of a Secretary—T. D. Doan, Scot 
ville. 
The Non-Attending Member—E. W. Fi 
genbaum, Edwardsville. 
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EXHIBITORS 


Horlicks’ Malted Milk. 
G. D. Searles Co. 
Child’s Drug Co. 
Lavoris Chemical Co. 
Radium Co. of Colorado. 
Mellin’s Food. 

Radium Chemical Co. 
John McIntosh Co. 
Abbott Alkaloidal Co. 
C. H. Phillips Co. 
Chas. Schmidt Co. 

C. V. Mosby Co. 


Medical Protective Co. 
W. B. Saunders Co. 
A. S. Aloe & Co. 
Burdick Cabinet Co. 
— Medical Mfg. 


0. 

G. H. Sherman Co. 

American Surgical Spe- 
cialty Co. 

Calco Chemical Co. 

Haynes Stellite Co. 





MEDICAL VETERANS 


Medical veterans of the world war meet to or- 
ganize Illinois section, Wednesday, May 19, one 
o’clock, at Christian Union Church, Rockford. 
Luncheon served at about one dollar. Every Illi- 
nois physician in service or on draft boards should 
attend. Write at once, saying you attend, to Dr. 
John Tuite, Rockford. 





PATERNALISM RUNNING WILD 


Two Hunprep AND Firry MILLION 
FOR SOCIALIZING PROPAGANDA 


DOLLARS 


Senator Kenyon of Iowa, in speaking for Sen- 
ator Smith’s vocational rehabilitation bill (S. 18) 
would, in his own words, make “the bum that 
falls off a railroal train while stealing a ride” 
the object of the federal government’s most ten- 


der solicitude. He is to be educated by the fed- 
eral government, reclaimed, lifted to a plane of 
usefulness and transformed from a local liability 
to a national asset, to which Senator King of 
Utah objected, using the following language: 
“If the federal government may go into the states 
and take the individual and educate him, either 
industrially or mentally, then I cannot see any 
reason why the federal government may not sup- 


pert him while he is being educated. Further,, 


if there is an obligation to educate him, there is 
a corresponding obligation upon the federal gov- 
ernment to feed him and clothe him during that 
period, if poverty prevents him from feeding 
and clothing himself.” (Congressional Record, 
June 26th, p. 1965.) “I would not draw the 
line personally at that,” returned Senator Ken- 
yon. “I would not object seeing the federal gov- 
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ernment take care of him while he is getting his 
training.” 

Following this line of reasoning to a final con- 
clusion we can see no reason why this paternal 
benevolence should not be extended to the pugi- 
list who happens to be disablel in a scientific 
encounter, or to the highwayman who is so un- 
fortunate as to get shot and become disabled in 
attempting to relieve some honest citizen of his 
money or property by stealth or strong arm 
methods. Senator Kenyon’s remarks leave no 
doubt as to the scope of his sympathy and is 
illustrative of the line of reasoning of many men 
in America today who have been inoculated with 
the germ of Bolshevism. 

Today Washington, D. C., is a hotbed of Bol- 
shevism, the following bills asking appropriations 
of two hundred and fifty million dollars is of 
vital interest to physicians and taxpayers. 


Senate Bill 233, introduced by Senator Robinson, 
provides for state maternity and infancy care and 
carries an appropriation aggregating $9,480,000 for 
use up to June 30, 1924, and $2,000,000 annually there- 
after. This money shall be paid to each state, pro- 
vided the state appropriates a like amount, for the 
purpose of promoting the care of maternity and i- 
fancy in rural districts, provide instruction in hygi- 
ene of maternity and infancy, and making such stud- 
ies, investigations and reports as the Chief of the 
Children’s Bureau may direct. A State Board of 
Maternity Aid and Infant Hygiene shall be appointed 
in each state consisting of the Governor, a representa- 
tive of the State Board of Health, a representative 
of the nursing profession, a representative of the 
teaching profession who shall be selected from the 
state university or the state college of agriculture. 
This board shall cooperate with and be under the 
supervision and direction of the Children’s Bureau, 
of the Department of Labor, Washington, D. C., Pub- 
lic Health nursing consultation centers, medical and 
nursing care for mothers and infants at home or et 
a hospital, especially in remote areas, may be pro- 
vided for out of these funds. All facilities shall be 
available for all residents of the state, but the Board 
may require payments of fees for services rendered 
and all such fees shall revert to the state treasury. 

Senate Bill 1017, introduced by Senator Smith, pro- 
vides for the creation of a Department of Education 
and appropriates $100,500,000 for its purposes. This 
bill provides for state aid in the organization of school 
medical inspection and sanitary services. 

Senate Bill 2507, introduced by Senator (Dr.) 
France, provides for the creation of a Department 
of Health, “and other purposes,” with a Secretary 
of Health as a member of the Cabinet, and carries 
an appropriation of $63,000,000 for such purposes. It 
provides for the federalization of all state, municipal, 
county and township health officials and places them 
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under the supervision and direction of the Secretary 
of Health at Washington. It provides for suitable 
“central offices for each health subdivision” and for 
“a comprehensive national plan for regional hospitals 
and sanatoria to be supported jointly by state and 
federal governments in order that adequate free facili- 
ties may be provided for all those suffering with in- 
fections, particularly tuberculous as well as surgical 
diseases, for the cure and eradication of said dis- 
eases.” Every cooperating state in order to receive 
the federal funds, must contribute a sum at least 
equal to that contributed by the federal government. 
The sum of $48,000,000 is allotted to the states, in 
proportion to their population, for the construction 
of sanatoria and hospitals. 

Senate Bill 2359, introduced by Senator Shepard, 

appropriates $20,880,000 for maternity and infant care. 
“House Resolution 10510, introduced by Mr. Mann 
(S. S.), appropriates $2,500,000 for state aid in rural 
sanitation. 

House Resolution 10925, introduced by Mr. Towner, 
appropriates $16,480,000 for maternity and infant 
hygiene. 

House Resolution 12652, introduced by Mr. Fess, 
provides for the promotion of physical education in 
schools and appropriates $10,500,000 for state aid for 
this purpose. 

House Resolution 5724, introduced by Mr. McDaffie, 
provides for the creation of a Federal Department of 
Health and appropriates $10,000,000 for its purposes. 

Senate Bill 814, introduced by Senator Owen, pro- 
vides for a National Department of Health and leaves 
the amount to be appropriated blank. 

The appropriations provided for by these bills ag- 
gregate $233,740,000. 

Adding to this sum the many millions otherwise 
appropriated for the U. S. Public Health Service, the 
Children’s Bureau, the Vital Statistics Division of the 
Census Office, the Interdepartmental Board of Social 
Hygiene, would probably bring appropriations for this 
work up to four hundred millions or perhaps a half 
a billion dollars. This is going some, to say the least. 

Where will it all end? We know where it 
endel in ruined Russia? Are we a people so 
favored that we can sow the wind and fail to 
reap the whirlwind, that we can play with pitch 
and elude defilement, set in motion efficient cases 
and escape effects, establish a system of autoc- 
racy embracing every human activity, and con- 
tinue to be a Nation of free people, a Republic 
and indestructible union of indestructible States ? 

It has been said that the king can do no wrong 
and that Parliament is omnipotent, but even Par- 
liament cannot create adjacent hills without in- 
tervening valleys. Can the people of America 
set up Bureaucratic Autocracy in Washington 
without a resulting industrial slavery? Perhaps; 
but only in those idyllic days when the lion and 
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restraint the festive cow shall vault over the sil- 
very moon, and everywhere, by act of Congress 
five is-the sum of two plus two. 

As a stabilizer of the great wave of paternal- 
ism now sweeping over America we would lik: 
to ask where is the old fashioned American wh 
belonged to the pioneer days, who blazed his wa 
through the forest, built his little home in th. 
clearing, who fought under the flag in defens 
of that local self-determination guaranteed b 
the constitution, who sent his children to the lit 
tle red school house, worshiped God according 
to the dictates of his conscience and scorned t 
have another do for him what he, at whateyv 
cost of pain and toil, could do for himself. 

It is an old saying that men are wise if the 
are wise in time. The current of present da 
paternalism thought is strong. Paternalism wa- 
the curse of Germany and ultimately brough 
about its downfall. Bolshevism and extreme So 
cialism have ruined Russia. Experience of thes 
countries should teach America how not to x 
It is a part of social wisdom to erect breakwate: 
which will deflect erring currents into social! 
useful channels. The principles of justice, per 


sonal freedom, of natural rights and duties mus 


furnish the materials for an effective breakwat: 
against the devastating current of the paternal! 
istic trend of the times in America. 

Unless the drift towards Bureaucratic Go\ 
ernment is stopped, Americans will be the mo-: 
ruled and standardized people in the world, an 
we will need armies of citizens to enforce all t! 
laws; by and by we shall all be government en 
ployees, earning our pay by watching one a 
other. Then, surely, the millennium will ha\ 
been reached. 





THE BLOOD PRESSURE MANIA 


READINGS VERY MISLEADING AND Not 1n Cox 
FORMITY WitH AcTUAL CONDITIONS 


The mania is characterized by the delusio 
that the health, happiness and in fact the vei 
existence of patients with alleged hypertensio 
hang entirely on the results of frequent taki: 
of blood pressure. 

At present the craze is being worked overtin 
in certain pseudo-scientific circles where physica 


the lamb lie down together and when withoutexamination and clinical experience are di: 





May, 1920 


counted in favor of supposed short cuts of diag- 
nosis, prognosis and cure. 

In the past, fads such as trephining in micro- 
cephalus, ovaristomy in obscure nervous diseases 
in women, appendectomy, tuberculin, x-ray, focal 
infection, thyroidectomy, arsphenamine, Wasser- 
mann test, etc., have all gone through the fad 
stage, have taught their lesson and are today 
being used in a sane manner. 

With blood pressure as with previous valuable 
medical discoveries what we have to contend with 
is the exaggeration of its importance by enthu- 
siasts. At present its value as a means of diag- 
nosis is overestimated ; valuable methods of diag- 
nosis are being subordinated by blood pressure 
examinations under the belief that it is the last 
word in the detection of disordered conditions 
of the body. 

We have no fixed standard for measuring blood 
pressure, because of inability to find a satisfac- 
tery apparatus. The Bureau of Aeronautics re- 
cently wrote the Bureau of Standards, Washing- 
ton, D. C., as follows: “We understand that there 
is an investigation going on or is about to pro- 
ceed to establish standards in blood pressure 
apparatus and setting a degree of tolerance for 


the guidance of physicians in general.” 


The chief physicians of one of the large insur- 
ance companies recently wrote to one hundred 
of the leading diagnostitians of America asking 
for information on blood pressure; not a single 
physician definitely answered the question as to 
what blood pressure is, or what causes it. 

The situation is well stated by Dr. Harold W. 
Dana (J. A. M. A., May 17, 1919). He says: 
“The more I study blood pressure, the less sure 
I become of the accepted interpretation regard- 
ing the test. Certainly, while I have as much 
respect for blood pressure readings as ever, I feel 
that we must get a new conception as to the fac- 
ters influencing the readings.” 

As a working hypothesis blood pressure may 
be said to be a barometer of mechanical func- 
tionating of the body. That there is a normal 
blood pressure for each individual is universally 
accepted and where we fall short of a proper 
interpretation of the subject is in our attempt 
t» measure all mankind by the same yard stick. 
We make the positive statement that there is 
considerable variation in the normal blood pres- 
sere of different individuals. What is normal 
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for one may be abnormal for another. Blood 
pressure is susceptible in the same normal vari- 
ations in different people as is stature, pulse rate, 
or the activity of secreting glands, and what is 
normal blood pressure for an individual can only 
be determined by observation over a period of 
time. 

Many factors are responsible for errors in de- 
termining normal blood pressure, therefore, be- 
fore we can derive any benefit from readings we 
must rule out all fallacies and extraneous influ- 
ences which tend to militate against its accuracy. 
These are defective instruments, psychic influ- 
ences, excitement, pain, the difference in blood 
pressure between the two arms and the position 
of the patient when the blood pressure is taken. 
Of these factors inaccurate instruments and psy- 
chic influences are by far the most important. 

Sixty-five per cent of aneroid instruments are 
unreliable and should never be depended upon 
unless checked by mercury instruments. Even 
with the mercury machines there is a wide vari- 
ation of readings in instruments put out by dif- 
ferent manufacturers. The writer (with Dr. 
Tice of Chicago) in examining a case of sup- 
posedly hypertension utilized five different well- 
known mercury instruments and found no two 
readings alike; there was a variation of twenty- 
eight points between the highest and the lowest. 

There is an apparent difference in blood pres- 
sure between the two arms, but as a matter of 
fact the pressure in both arms is the same, the 
difference being entirely psychic and that regard- 
less of the positions of the patient and regard- 
less of which arm is taken first; the higher read- 
ing is in a vast majority of cases in the arm 
taken first, the difference amounting as high as 
38 mm. of mercury and is most marked in a 
standing position and least marked in a recum- 
bent position; the difference in the sitting posi- 
tion being almost as high as the standing posi- 
tion. 

At the present time nervous or psychic influ- 
ence as a cause of temporary hypertension is not 
given the consideration it should have. Mental 
impressions cause vaso-constriction with result- 
ing hypertension. Instances of vaso-constriction 
are frequently found in those subjected to nerv- 
ous strain and warry, the blood pressure jumping 
20 to 75 mm. or more because of fear, fright, 
or the mention of an unpleasant or worrying 
topic. 
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We have seen many examples of temporary 
hypertension resulting from psychie disturbances. 
The following examples are typical of many: 

The writer, while serving on a retiring (pen- 
sion) board where many applicants were com- 
pelled to undergo physical examination to de- 
termine their fitness to retain their position, 
found that many of the applicants showed marked 
results of fear and anxiety on blood pressure. In 
one case there was-a drop of 75 points in the 15- 
minute interval between the first and second ex- 
amination, the applicant having no warning that 
re-examination would be given. This interesting 
phenomenon was corroborated by four reputable 
physicians. Before this same board there were 
several cases which showed a drop of 40-50 points 
between the first and the re-examination. 

Today we are seeing many cases of psychic 
blood pressure disturbances following the “flu.” 
The following are typical of many. A 
aviator, 24 years old, home from service ¢ 


young 
short 
time; repeated examination while in the service 
showed him to be physically perfect. January, 
1920, taken down with severe attack of “flu,” 
showing marked disturbance of the nervous sys- 
tem. When convalescing, his blood pressure was: 
systolic 180, diastolic 98; he was apparently self- 
controlled in the interval between the doctor's 
visits. While he had known the doctor for many 
years, nevertheless, he became greatly excited on 


hearing his voice or approaching footsteps, his 
heart beat would jump to 130 a minute, face 
would become markedly flushed and there was 
apparent complete loss of control of the nervous 


system. This condition continued for a long 
time. After many weeks’ rest in bed and several 
additional weeks of rest and appropriate treat- 
ment at home he completely regained his former 
condition, his blood pressure resumed his normal 
reading, namely, systolic 125, diastolic 84. 
Another case, a physician who five years ago, 
while undergoing a complete roentgen x-ray ex- 
amination by one of America’s foremost roentgen- 
ologists, was told that he had a spastic condition 
of the lower bowel, a condition the roentgenol- 
ogist claims he found frequently in bankers, law- 
yers and business men subjected to much mental 
work and anxiety. In January, 1920, he had a 
mild attack of “flu,” was considerably fatigued 
and depressed for several days. Four weeks later 
examination by a strange physician showed hyper- 
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tension, diastolic 98, systolic 170. Considerable 
disturbance followed this diagnosis. Examina- 
tion two weeks later by another physician showed 
diastolic pressure 98, systolic 190, the latter drop- 
ping 30 points within ten minutes after first read- 
ing. Deciding personally to check up on his blood 
pressure readings with a certified Baum mercury 
instrument, he found the following to be the real 
condition. Repeated tests taken three times a 
day over a period of weeks demonstrated con- 
clusively that the former high readings were 
purely psychic, the average of 100 readings showed 
diastolic 90, and systolic 132, and that there was 
very little variation in the readings taken several 
times a day without regard to exercise, eating, etc. 
In connection with this case it is interesting to 
note that a complete x-ray examination following 
within a few days after the diagnosis of hyperten- 
sion showed complete absence of spasticity of the 
bowel, suggesting the possibility of the influence 
causing spasticity having been transferred from 
the bowels to the blood vessels. 

Another case typical of many others: A middle- 
aged lady, anemic with low blood pressure, much 
run down as the result of work, worry and care of 
a family having many cases of “flu,” one day 
when fatigued from shopping and considerable 
time spent with the dentist, became very nervous, 
developed a condition approaching hysteria and 
nervous break down. 
put to bed. Her blood pressure next day showed 
systolic 190, diastolic 100. The blood pressure 
readings fluctuated very little over a period of six 
weeks. As a result of rest and proper treatment 
she gradually improved in strength and energy. 
The hypertension rapidly resumed normal as her 
general condition improved. 

Dr. Oliensis, Philadelphia (N. Y. M. J., Feb. 
28, 1920), says: that the psychie influence alone 
may raise the pressure 38 mm. of mercury and 
often higher. This was brought forcibly to my 
mind by the blood pressure readings of a patient 
of a physician whom we all know. This physi- 
cian and I both obtained the game high blood 
pressure when he was with the patient, while I 
was able to get a pressure 30 to 40 points lower 
when he was not there. The patient’s blood pres- 
sure was invariably raised by that physician’s 
presence. 


She was taken home and 


Dr. Norris states that fear, excitement or 
psychic impressions have a marked effect on blood 
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pressure. In taking one’s own pressure, higher 
results are often found than those obtained by an- 
other observer immediately before or afterwards, 
simply as the result of psychic concentration. 
Schrumpf relates an instance in which anticipa- 
tion of an unfavorable prognosis raised the pres- 
sure of a patient 3314 per cent. to fall again 
promptly when reassurance was forthcoming, only 
to rise once more when complaining of his in- 
somnia and worries. Gibson found that his own 
pressure was increased from 35-40 mm. after de- 
hivering a lecture. Due allowance for variability 
of the systolic pressure must always be made in 
neurotic patients. 

Von Recklinghausen observed in his own case a 
rise of 14 mm. caused by the entrance into his 
presence of a person whom he intended to berate. 
Puterman found that the anticipation of an ex- 
amination almost without exception raised both 
blood pressure and pulse rate in school children. 
In extreme cases psychic states may cause a rise 
of 90 mm. Hg., generally in association with 
marked pleasure, anger or fright. The diastolic 
pressure in these cases is practically uneffected. 


In cold weather a chilly cuff applied to the arm 
both by the displeasure it causes the patient, and 


by the stimulating effect it has upon the vaso- 
motor nerves, may yield erroneous readings in 
high strung individuals. 

“Tt sometimes happens that the initial systolic 
blood pressure reading on a given subject vields 
distinctly higher figures than can be attained in 
subsequent attempts. Gallavardin and Haour 


found in a study of 100 cases that this initial high“ 


pressure, which may amount to 35 mm., may last 
15 minutes, although in fifty per cent. of the cases 
the normal point was reached at the end of five 
minutes.” 

At the present time we do not positively know 
the meaning of systolic and diastolic pressure. 
Until the subject is standardized, readings will be 
at variance with the real facts. We quote here- 
with the conclusions of several authorities quali- 
fied to speak on the subject of blood pressure 
values. Norris, in his treatise on the subject of 
hypertension, savs: “A systolic pressure finding 
constantly above 160 mm. Hg., or a diastolic 
pressure constantly above 100 mm. Hg. is def- 
initely pathological at any age.” 

Major (Dr.) Harold W. Dana, Boston, for- 
merly chief cardio-vascular and lung examiner, 
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Medical Officers Training Camp, Camp Greenleaf, 
Ga., during the late war makes the broad state- 
ment that high systdlic pressure readings do not 
mean what they once meant. He declares, fur- 
ther, that repeated systolic readings of 200 mm. 
Hg. may have little significance, and that we are 
all wrong about the value of blood pressure read- 


ings. 


With regard to the meaning of the diastolic blood 
pressure, I feel that our present conceptions are even 
more wide of the mark. Observers in general feel 
that the diastolic pressure represents the power of the 
heart to maintain the circulation. In aortic regurgi- 
tation, in hyperthroidism, and in “irritable heart of 
soldiers,” we may have a greatly lowered diastolic 
pressure without necessarily any actual failure of the 
muscle power of the heart. Many clinicians feel that 
a diastolic pressure above 100 mm. indicates a myo- 
cardial defect. With this point of view I cannot 
agree. I believe, as do many others, that a systolic 
blood pressure of 150 or 160 mm. may be normal for 
a man 50 years old. To my mind, the ratio 2:3 for 
the diastolic and systolic pressures, respectively, should 
be maintained by the normal heart regardless of the 
rise or fall of pressure; and with a pressure of 160 
mm. systolic, I believe that an intact circulation would 
show a diastolic pressure of from 105 to 110 mm. 

Recently I have had the opportunity of studying 
blood-pressure findings in a large number of army 
officers and candidates for commissions in the army, 
chiefly in men over 30 years of age, medical officers 
being in a large majority. 

Most of the medical officers examined came to 
camp from a considerable distance, and were exam- 
ined the day after their arrival, without opportunity 
for rest after the long journey. Being physicians, 
they were almost universally very nervous over the 
ordeal of the examination. Most of them were nat- 
urally constipated, and this constipation was increased 
by the journey, by the change of routine, and by the 
change in dict. To many, sleep under camp condi- 
tions was at first difficult. From all of these causes, 
it was not surprising that a large number of the 
candidates showed an elevation of the systolic blood 
pressure. In a great majority of such cases, how- 
ever, rest, catharsis, and the fact of becoming accus- 
tomed to the new routine of life, soon brought the 
blood pressure down to within normal limits. It 
served to demonstrate in a very striking way the 
effect of overwork, nervous strain, psychic stimula- 
tion, and constipation, in raising blood pressure. 

One fact that impressed me particularly is the fre- 
quency with which one meets a familiar hypertension. 
Such a condition of continued elevated systolic pres- 
sure, in which most members of particular families 
share, the tendency apparently being hereditary, does 
not seem in such families to cause invalidism or to 
shorten life. Indeed, it has seemed to me that many 
such individuals with a sustained hypertension con- 
tinue to have better than normal health and robust- 
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ness; and that the hypertension, if it were not actually 
the cause of this, at least went hand in hand with 
their abundance of strength. 


With a superabundance of energy and an abnormal 
vitality, one physician, 48 years old, 6 feet tall, weigh- 
ing 190 pounds, hard as nails and the picture of health, 
had a constant systolic pressure of 190 to 200, with a 
diastolic of 110 to 120. He told me that his father 
was over 80 years of age, vigorous and active, in 
spite of a systolic pressure that had been around 200 
mm. for years. The officer in question and his brother, 
three years his senior, had each of them presented 
similar pressures for years, yet had the best of health. 
This officer showed a negative urine, a normal heart, 
no thickening of the peripheral arteries, and normal 
eye grounds. 

Such a condition shakes our faith in any precon- 
ceived standard for normal systolic pressures. These 
familiar hypertension cases as a general thing, in my 
opinion, can be accepted as representing to all intents, 
and for that particular family, a condition free from 
serious organic disease. 

Another type in which there is difficulty in setting 
down a standard for normal blood pressure is the 
case in which the hypertension is compensatory to 
renal or arterial disease. In this general category 
come those cases in men of 50 years or over in which 
the blood pressure has assumed a probably normal and 
physiologic elevation. Taken by and large, our con- 
ception as to what represents an unduly high systolic 
blood pressure in a given individual must take a good 
many facts into consideration, must be highly indi- 
vidualized, and must have considerable latitude, both 
as to the standard accepted and the interpretation to 
be placed on deviation from the standard. 

Certainly I am not at all willing to concede that a 
high blood pressure, for example, 200 mm., means 
necessarily any of the things that we have always 
agreed that it did mean. It does not seem to me a 
proved fact that marked hypertension necessarily 
causes apoplexy, that it necessarily increases the 
probability of apoplexy, or of renal or arterial 
disease, or of ill health of any kind. If 
marked hypertension means of a certainty any of 
these things, why do some men live to far beyond 
the average age, in spite of continued marked hyper- 
tension of long duration? Granted that some patho- 
logic condition would have been found present after 
death in these cases; granted that signs of nephritis 
or arterial degeneration might have been present, 
proof is still lacking that the hypertension was the 
result of the lesions found; for, after all, if there 
were not some cause for the termination of life, 
these fortunate beings would have lived forever; and 
in my opinion any man who enjoys reasonably good 
health and an active life—as many men with marked, 
continued hypertension do—until past 75 or 80 years 
comes to his final end for the reason that his body 
is not immortal and is constructed to last for only 
seventy years or thereabouts. 

Dr. D. Nathan, Norristown, Pa., Captain in the 
Canadian Army Medical Corps, says that blood pres- 
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sure as an aid in diagnosis is commonly accepted, 
but that high blood pressure has the significance 
given it by the general practitioner is debatable. Even 
if the instruments as yet perfected were infallible as 
a guide to exact blood pressure, there are still sev- 
eral factors to be reckoned with, e. g., local arterial 
conditions, local increased peripheral resistance, where 
the reading would not measure anything but the pres- 
sure of the blood stream passing through the vessel 
occluded by the cuff. 


In the Heart Hospitals in England less account was 
taken of the blood pressure than of other clinical 
factors and with as good results, I think. The forms 
later adopted by the Canadian Medical Board required 
taking the blood pressure when the pulse exceeded 
90, and of course the faster the heart beats, other 
factors upon which blood pressure depends remain- 
ing the same, the blood pressure will rise correspond- 
ingly. I can say this, that in the examination of 
thousands of men, many of whom have spent most 
of four years in trenches, high blood pressure was of 
little importance. Among these were cases of dis- 
ordered action of the heart with blood pressure bear- 
ing in many cases above normal Few cases com- 
plain, many cases being discovered by the medical 
officer examining. Fortunately the batallion medical 
officer did not carry a sphygmomanometer which he 
could flash on every Tommy on sick parade, else we 
would have had the high blood pressure, neurosis, 
to cope with 


We have seen several cases recently of compara- 
tively young men with obsessions of high blood 
pressure when actual blood pressure did not exist, 
the high readings recorded being due solely to 


psychic disturbances. Two instances recently 
came to our attention of young men thirty years 
old who were carrying around a bundle of high 
blood pressure readings not in conformity with 
real conditions. The mental upset induced by 
psychic concentration and their fear of approach- 
ing dissolution was pathetic in the extreme. Cer 
tainly it is time to call a halt in the blood pres 
sure craze and prevent as far as possible the rap 
idly increasing number of hypertension neuras 
thenics. Standardization of the subject of blood 
pressure is the only solution of the problem. 





WASTING THE MEMBERSHIP MONEY. 


Each month we are presented with a bill b) 
the printers for approximately $50.00 for au 
thors’ changes and corrections. This represents 
a waste of six hundred or more dollars of the 
Society’s money each year. This is extravagance 
and not a legitimate charge against the cost 
of publishing the JourNAL. 
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Papers sent for publication are accepted in 
good faith by the editor. Practically all of them 
have been read before a medical society and for 
this reason it is presumed that the article is a 
finished product. 

After receiving the paper (either directly from 
the author or the secretary of the medical society 
before which it was read) the editor in the 
regular course has the article set up and proof 
sent to the author for his O. K. Only mistakes 
in orthography, punctuation or linotype errors 
are legitimate items for correction in the proof. 

Recently after a paper was set in type and 
proof submitted the author rewrote the entire 
article expecting the Society to stand the double 
expense of resetting. Many physicians seem to 
feel that even after an article is set up and 
proof submitted they are at liberty to rewrite 
goodly portions of it. This attitude is not fair 
to the editor, the membership of the society, or 
the board of trustees charged with the responsi- 
bility of conserving the Society’s exchequer. 

We believe the rank and file will see the jus- 
tice of our position and that during the com- 
ing year we will be able to keep this unnecessary 
expense at the minimum. - 





STATE MEDICAL SOCIETIES OF OHIO 
AND INDIANA HAVE DISCON- 
TINUED FULL TIME EXECU- 
TIVE SECRETARY. 


The reasons for discontinuing a full time sec- 
retary has not been ascertained at this writing. 
We are anxious for enlightment on this point 
for the reason that a considerable number of 
physicians in Illinois have been advocating the 
very thing that Ohio and Indiana have after 
experiment discontinued. Certainly results were 
not in keeping with expectations, otherwise the 
scheme would not have been discontinued. 





CLARIFYING THE NURSING PROBLEM. 


She found from the French surgeons overseas 
that the care and recovery of soldiers operated 
on, sick and wounded, was as satisfactory when 
they were looked after by French women of three 
months’ training, as they were under the ex- 
clusive care of three years’ trained nurses. 


A late number of Southwestern Medicine has a 
good paper on the need of more nurses than can at 
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present be obtained in that part of the country. Our 
own Maine General Hospital also, at its annual meet- 
ing lately, complained of fewer applicants for nurs- 
ing than ever before. Whether this lack of trained 
nurses is true for all parts of the nation, we do 
not know. On the ground, however, that nurses are 
needed always, it is for us to say something on this 
important topic concerning public health. In so do- 
ing we utilize some hints from the paper above men- 
tioned, which argues that since the great war ended 
there has been a lack of applicants for instruction 
in nursing, and a lack of training bases. The chief 
trouble seems to be in the higher requirements and 
the longer course of training now insisted upon. 
California, for instance, at the demands of the State 
Department of Health, compels a woman who wants 
to be a nurse to come forward with four years of 
a high school education, together with an equivalent 
year in chemistry, household economics, physics, bi- 
ology and one foreign language. After passing a 
rigid examination on such a foundation of study, the 
nurse must promise to spend four entire years in a 
hospital before she can appear for final examination 
for registration. 

To a distant observer it would seem that any 
young woman who had mastered all of these require- 
ments for a mere entrance examination to become a 
nurse would do a great deal better for herself to 
go ahead and study medicine and practice that for 
a living, rather than limit her broad scope of educa- 
tion to being merely a nurse, no matter how thor- 
oughly \ trained. 

The writer of the paper mentioned objects to such 
extreme demands and requirements, and says that 
she found from the French surgeons overseas that 
the care“and the recovery of operated and sick or 
wounded soldiers was as satisfactory when they were 
looked after by French women of three months’ 
training as they were under the exclusive care of 
three years’ trained nurses. 

The whole thing lies right here, is trained nursing 
to be a humane vocation or an educated business? 
Is it not plain that the higher the requirements and 
the longer the training demanded for nurses, the 
higher is going to be the cost to the patients? What 
with higher nurses’ wages and higher medical fees, 
the end plainly in sight from these two heavy de- 
mands upon the incomes of the sick, patients oper- 
ated on and the injured is just one thing—state wages 
for the trained nurses and the trained physicians alike. 

We ask, now, if there is not some hospital in Maine 
in which in one single year any smart young woman 
car learn how to take care of the ordinary sick 
patient with skill and humanity combined, leaving 
to the three years’ trained nurses or the four years’ 
trained nurses the more exacting and scientific care 
of the surgically operated and accident cases, and 
the training for official positions such as superintend- 
ents of nurses, and also of hospitals? 

We know of .many simple country women of 
today who go about in their little villages doing good 
work for the sick at moderate prices. All that they 
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need sometimes, in some difficult cases, is a little 
more experience and a little more book education. 
Even as they are, they are excellent servants of 
reality, amidst the ups and downs of health and 
illness in a scattered population like that of Maine. 
From the ranks of such women, the demand for 
visiting and district nurses could well be filled in 
the present scarcity of higher and longer trained 
nurses from the hospitals, brought about by too high 
requirements and too prolonged an education for the 
position which they have to occupy.—Maine Medicai 
Journal. 





RUBBING IT IN A LITTLE TOO MUCH FOR 
THE GOOD OF THE NURSING 
PROFESSION. 


In one sense the increase in the charges of trained 
nurses from $25 to $35 and $40 per week may be 
justified, for we realize that nurses have to pay the 
increased cost of wearing apparel and everything 
else that is purchased, but in another sense the de- 
cided boost is not justified because the nurse is fur- 
nished board and lodging while nursing, and in reality 
it is the cost of food which enters most largely in 
the drain on incomes. Then, too, this demand of 
some trained nurses that duty shall consist of eight 
hours only at one stretch is “rubbing it in” a little 
too much for the good of the nursing profession. 
Scant wonder that there is a demand for a lowering 
of the nursing standard, which is being met by cer- 
tain nurses’ training schools requiring about one-third 
or one-half the time formerly required to complete the 
course. The “practical nurse” also is becoming more 
popular, and to add to the woes of the trained nurse 
the public is beginning to take more kindly to hos- 
pitals for any and all kinds of sickness, merely as 
an economic measure. In fact, hospitals are now 
full to overflowing with many patients who would 
remain in their comfortable homes except for the 
exactions and demands of the trained nurses. The 
average family cannot afford trained nurses at the 
advanced rates, and many families cannot pay the 
faithful doctor anything but the most modest fees, 
and all too often the doctor charges his account to 
charity, whereas the trained nurse seldom if ever 
renders services without being adequately paid. Nurs- 
ing is a noble profession, but it is disgraced by those 
nurses who refuse to take only the easy cases, who 
make unreasonable exactions as to conditions of serv- 
ice and who, on the whole, make their work purely 
a matter of convenience, comfort and profit to them- 
selves. Good nurses are appreciated and should be 
well paid, but they should consider the duty involved 
in caring for the sick and suffering who not always 
can be classed with the easy cases when requiring a 
nurse’s care and are not always wealthy enough to 
afford two or three nurses, on eight-hour shifts, at 
$35 and $40 per week. We have the greatest ad- 
miration for the well trained, conscientious and faith- 
ful nurse, and we will aid her in securing appropriate 
compensation and reasonable treatment from those 
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who employ her, but we believe that the growing 
objection to so many trained nurses who are com- 
mercializing their profession is thoroughly justified. 
Nursing associations can do nothing better for the 
nursing profession than to purge its membership of 
those who evidently are trying to find out how much 
the sick can be penalized —E-xchange. 





THE FEE IS EIGHT CENTS A VISIT. 
THe Mepicat Proression or GerMaNy WILL 
Be Rvurnep. 

THE WORKING OF HEALTH INSURANCE IN 
GERMANY. 

Quite recently, the Kolnische Zeitung re- 
minded its readers that every political party in 
Germany, including the most extreme Socialists, - 
were united in praising the medical profession 
for its devotion, skill, and self-sacrifice during 
the war. But physicians cannot live merely by 
fine words, and the National Assembly, without 
protest from any of the political parties, has 
sanctioned alterations in the regulations for com- 
pulsory insurance that will ruin the profession. 
Before the war, the compulsory insurance scheme 
applied to the laboring classes and to those who 
earned incomes less than $625 per annum. Per- 
sons who could satisfy the authorities that their 
earned incomes did not exceed $1,000 per annum 
were also permitted to join the scheme if they so 
desired. The fees which physicians received on 
behalf of those insured persons worked out to 
not more than eight cents a visit, with the re- 
sult that to make a living a physician had either 
to undertake more work than his own health or 
his medical conscience ‘could justify, or to in- 
crease his income by private practice. 

The Center brought up a proposal to raise the 
limit of compulsory insurance to incomes of 
$1,000 per annum, and of voluntary insurance 
to $1,500. The Socialists proposed that the 
compulsory limit should be $1,500 and that there 
should be no limit to voluntary insurance. The 
Socialist scheme was adopted, with the result, 
it is rumored, that some 21,100,000 persons who 
formerly were private patients will not be under 
the insurance scheme—and the medical profes- 
sion will be ruined. 





PHYSICIANS’ UNION UNITES WITH THE 
FEDERATION OF LABOR. 


We note in an Eastern medical journal that 
some two hundred doctors in New York and 
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Brooklyn have formed a union and have applied 
to the American Federation of Labor for a char- 
ter. The next step we presume will be the fixing 
of union hours, a scale of wages and overtime 
charges, defining of apprentices and helpers and 
the staging of a strike or two. Just about then 
some utopian idealist will apply for a restrain- 
ing injunction and bfooey—up goes the doctor’s 
union. And yet they say New York and Brook- 
lyn is to be the medical center of the world— 
well, probably the union is needed for a wel- 
coming body for Russian and German visitors— 


I. M. J. 





NEW YORK MERCHANTS’ ASSOCIATION 
FINDS HEALTH INSURANCE 
A FAILURE. 


New York Mercuants’ Association Apopts Report 
Wuicnw Decrares Computsory SYSTEM IN 
Evrorpe Has Not Attarnep Enps 
SouGurt. 


Compulsory health insurance is opposed as unwise 
and un-American by the Merchants’ Association of 
this city, which has just adopted a report of a com- 
mittee to that effect. It is noted that compulsory 
health insurance came from Germany and has spread 
to other European countries, including England. With 
its most careful application in Germany and in 
England, the committee found that in neither country 
had it attained the end sought. 

“Morbidity has not appreciably decreased,” says the 
committee, “and in some cases it has actually in- 
creased, and the mortality rate cannot be said to have 
been affected by health insurance. Malingering or 
simulated developed, and fraudulent 
practices have been indulged in to an alarming extent 
by those seeking benefits. Furthermore, particularly 
in England, the quality of the medical service has 
deteriorated. The physicians are not willing to give 
more than cursory attention to the cases of insured 
patients, and to facilitate their work they reduce the 
number of remedies to a minimum. Because of bur- 
densome drug regulations and the demand on the 
part of sick funds for economy, the tendency is 
toward cheap medicines of inferior pharmaceutical 
value. Consequently, the results constitute a close 
approach to quack practice. 


sickness has 


USE OF AUTOCRATIC WEAPON 


“In principle, state health insurance has conformed 
to the Socialist ideas and tendencies of the people of 
European countries, and in Germany it also worked 
out satisfactorily as one of the autocratic weapons 
by which the ruling classes kept the working classes 
content and impotent. It is fundamentally inconsist- 
ent with prevalent American ideas of the proper rela- 
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tion between the government and the people, which 
are neither paternalistic nor Socialistic. 

“In principle, compulsory health insurance is in 
accordance with the Socialistic tendencies to relieve 
the individual of responsibility and place it upon the 
state or upon the individuals in mass, and it is also 
paternalistic and inconsistent with the American idea 
of fostering the initiative, self-reliance, and respon- 
sibility of the individual. 

“In accordance with the spirit behind the distinc- 
tive American idea of full responsibility of and op- 
portunity for the individual, organized labor in this 
country has long and insistently maintained that the 
only just method of paying for the services of Labor 
is in money at a sufficiently high rate to enable the 
wage earner himself to obtain those things which he 
alone determines to be essential to his welfare and 
happiness. 

SOUND 


WAGE DOCTRINE VIOLATED 


“This is a sound wage doctrine conducive to initia- 
tive, thrift, and individual liberty. It is violated by 
compulsory health insurance, by which the State de- 
termines for the wage earner how he shall protect 
himself and family from sickness, compels him to 
divert a definite portion of his earnings for this 
purpose, and provides that part of the reward for his 
services must be accepted jn the form of health in- 
surance rather than in wages. 

“There is no assurance that compulsory health in- 
surance would materially affect unemployment or 
increase the efficiency and general health of workers 
through prevention or decrease of .illness due to 
poverty and consequent lack of proper medical, surg- 
ical, and dental attention. The vast majority of the 
4,000,000 or more wage earners of the State of New 
York are able to obtain adequate medical attention 
and now receive as much medical attention as is gen- 
erally considered necessary. Only a minor percentage 
of the wage earners suffer impairment of health or 
productivity through financial inability to 
obtain proper medical attention. 


loss of 


NOT ALL WORKERS COVERED 


“Furthermore, it has been commonly understood 
that much more than the normal amount of sickness 
and poverty is found among workers who would not 
be covered by health insurance, such as temporary or 
casual workers, workers in small establishments em- 
ploying fewer than eight persons, where working con- 
ditions are generally below normal, and home workers 
Without 
would be subject to the health insurance law, who 


in cities. doubt those wage earners who 
under present conditions lack medical attention when 
sick because they are financially unable to obtain it, 
would receive medical attention, and only to this 
extent would compulsory health insurance result di- 
rectly in decrease of sickness and unemployment, 
and in the elimination of poverty. In this connec- 
tion, should be emphasized that the 
number of workers falling in this class is an ex- 


ceedingly small percentage of the total.” 


however, it 





ILLINOIS MEDICAL JOURNAL 


HAVE A HEART 
Surceons TAKe Butiet From Heart; Man Lives 


Omaha.—A surgeon at St. Joseph’s Hospital here 
took the heart out of Steve Zakich, an Austrian who 
had shot himself, removed the organ and sewed up 
the incision. Kakich is now practically out of danger. 

The operation was performed when the bullet had 
been in Zakich’s heart nearly thirty-six hours. The 
first doctors to see the man after he had shot himself 
thought he would die in a few minutes. 





IS THIS A NEW SKIN GAME? 


Springfield, Jan. 26.—Dr. C. St. Clair Drake, direc- 
tor of public health, today appointed Dr. E. C. Gaff- 
ney, an assistant collaborator and epidermologist at- 
tached to the department of public health and detailed 
him to Lincoln, where Dr. Gaffney will report health 
conditions, especially relative influenza, and co-operate 
with the local health officials there in the curbing and 
eradication of disease—Pekin Free Press. 





A REFUTATION OF FALSE STATEMENTS 
In PrRopAGANDA For Computsory HEALTH INSURANCE 
(Continued from page 2094) 

“Prevention is primarily the purpose of insurance 

and certainly its result.” 
(Public Health Bulletin, No. 76, by Warren and 

Sydenstricker, p. 49.) 

It would be far more true to say that, “to provide 
jobs for political incompetents is primarily the pur- 
pose of compulsory insurance and certainly its re- 
sult,” for that would be at the least a half truth, 
whereas the assertion above is certainly wholly false. 

Scientific treatises on insurance are unanimously 
to the effect that the function and primary purposes 
of insurance is to provide indemnity for losses. 

As to its “result,” indemnity naturally tends to 
produce indifference to prevention. Practical experi- 
ence has revealed methods for counteracting that 
tendency. But whether a given system of insurance 
will tend to prevention or the contrary must be 
doubtful until demonstrated by experience. And, as 
has just been shown (supra, pp. 5-11), experience 
with compulsory health insurance does not demon- 
strate what is asserted above. 

“Compulsory insurance will stimulate the needed 

campaign for the prevention of illness.” 

; (Brief for Health Insurance, American Labor 

Legislation Review, June, 1916, p. 230.) 

This is an assumption unsupported by reason or 
experience. 

It stands to reason that it would be more difficult 
for the state to provide the means for an adequate 
campaign of prevention while its resources are being 
drained to support an expensive system of insurance 
relief. 

There is not a particle of valid evidence to indi- 
cate that provision of the public means for the 
prevention of illness has progressed any faster in 
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Great Britain and Germany, with compulsory insur- 
ance, than in the United States, without compulsory 
insurance. 

Indeed, the evidence indicates that in Great Britain 
since the adoption of National Health Insurance (until 
the war) provision of hospitals, sanatoria, and other 
means for cure and prevention, has lagged in- 
ordinately. (Cf. The New Statesman, March 14, 
1914, Supplement.) 


It is true that in Germany many such-vaunted 
sanatoria, forest resorts, holiday colonies, etc., (cf. 
Public Health Bulletin No. 76, p. 61), have been set 
up as “side shows” to the invalidity insurance. But 
the character of these institutions has been so per- 
verted by politics and otherwise that they are con- 
demned as substantial means either of cure or 
prevention by a host of German medical authorities. 
(“The Future of Social Policy in Germany,” by Ber- 
nard, p. 7; and cf. “The Practical Results of Working- 
men’s Insurance in Germany,” by Friedensburg, pp. 
25, 24; and “Criticism of a Tentative Draft of an 
Act for Health Insurance,” by Tecumseh Sherman, 
pp. 44-45.) 


. “The last report of the National Health Insurance 
Administration (for 1913-14) showed that the new 
system was ‘touching nearly every field of human 
endeavor and was ‘accumulating data of material 
importance’ ‘in solving social problems of reform’.” 

(Public Health Bulletin No. 76, by Warren and 

Sydenstricker, p. 61.) 

The above is simply a reiteration of some of the 
National Health Insurance Administration’s own self- 
laudations. The report referred to says what is 
quoted but does not show it. On the contrary that 
report is simply a mass of commerts on administrative 
methods and problems, without any “data of ma- 
terial importance.” 

“The Insurance Commission has a Chief Medical Officer, 
but he issues no medical report * * * .As far as official 
sources of information are concerned the public has been 
left entirely in the dark regarding the influence the National 
Insurance Act has had on the health of the people. No sta- 
tistics relating to the health of insured persons have been 
issued by the Commissioners; no steps have been taken to 
provide Insurance Committees with suggestions or schedules 
of lectures on Public Health; and no leaflets have been 
issued on the care of health, * * * Though the Commis- 
sioners have issued many hundreds of circulars, orders 
and memoranda, not one of these has, up to the present, 
borne directly upon the fundamental object of the act, viz., 
the prevention and cure of sickness.” Even such an obvious 
and simple matter as prescribing a uniform system of termin- 
ology to be used by the doctors has been neglected, with the 
result that the medical records, even if compilated, would be 
almost useless. (Brend’s “Health and the State,” Chap. VII.) 

Confirming what has just been said, the recent 
Health of Munition Workers Committee obtained no 
assistance or “data of material importance in solv- 
ing social problems of reform” from the National 
Health Insurance, as is apparent from the absence 
of any reference thereto in that committee’s re- 
ports. (Bulletin 249, U. S. Bureau of Labor Sta- 
tistics.) 


7, a; a ae 


— 





May, 1920 


“You can cut down invalidity one half by proper 
sickness insurance.” 

(J. P. Chamberlain, before House Committee of 
Congress on Labor and Social Insurance and Un- 
employment; cited, Hoffman, “Facts and Fallacies 
of Compulsory Health Insurance,” p. 32.) 

There is absolutely no experience in the world in- 
dicating that sickness insurance can reduce invalidity, 
much less cut it in half. 

Chiefly in consequence of social insurance, the 
average life expectancy of the German people in- 
creased between 1870 and 1900 from 36 to 48 years; 
and “vastly the larger part of the average twelve 
years added to a lifetime was between the ages of 
say 18 and about 60.” s 

(M. M. Dawson, quoted by Hoffman, “Facts 
and Fallacies of Compulsory Health Insurance,” 
p. 47%. Cf. Dr. Israel Strauss, Hearing on Mills 
Bill, March 7, 1917.) 

This proposition is a delusion. 

The leading authorities are agreed, to the con- 
trary, that during the period specified the life ex- 
pectancy of Germans in the productive ages between 
15 and 60 increased, not 12, but only about 1.6 
years. In this respect Germany does not shine par- 
ticularly in comparison with the non-insurance coun- 
tries. (Hoffman’s “Facts and Fallacies of Com- 
pulsory Health Insurance,” pp. 47-53; Dr. George 
E. Tucker, Hearing on Nicoll Bill, March 26, 1918.) 

And this relatively insignificant advance is also 
claimed as the result of other reforms in which Ger- 
many has “led the world.” 

Compulsory health insurance would reduce the 
amount of time lost by wage-earners in employ- 
ments. 

(James M. Lynch, Hearing on Nicoll Bill, March 
26, 1918; Warren H. Pillsbury, at Commonwealth 
Club, San Francisco.) 

This is an assertion contradicted by experience. 
Under compulsory sickness insurance, between 1890 
and 1913, the number sick at one time, out of every 
100 insured, increased, in Germany, from 36.7 to 
45.6, and in Austria from 45.7 to 51.8; the average 
number of days “on the cash benefits” per insured 
member increased, in Germany from 6.19 to 9.19, and 
in Austria from 1.98 to 9.45; and the average number 
of days compensated per sick member increased, in 
Germany from 16.2 to 20.2, and in Austria from 16.4 
to 17.4. (Cf. Research Report No. 6, National In- 
dustrial Conference Board, 191, p. 15; and authori- 
ties cited.) Only German and Austrian experience 
is cited for the reason that the statistics of no other 
experiences are obtainable—all the other compulsory 
systems, except the Hungarian and Luxemburgian, 
being of very recent date. 


Compulsory sickness insurance providing maternity 
benefits, as in the Mills and Davenport Bills, is desir- 
able to reduce infant mortality. 


(Miss Mary Arnold, Hearing on Mills Bill, 
March 7, 1917; Miss Lillian D. Wald, Hearing 
on Davenport Bill, March 19, 1919.) 
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This is an instance of a mistaken remedy; for ex- 
perience shows that such benefits are peculiarly 
inefficient to reduce infant mortality. 

In 1914, the Interim Report of the Committee of 
Enquiry, Fabian Research Department, referring to 
the maternity benefits under the British Act, said: 

“Experience has shown that it is administratively difficult 
to deal with pregnancy by the ordinary rules of sickness 
benefit or satisfactorily with confinements by an uncon- 
ditional and unsupervised money grant. Moreover, the 
present scheme leaves some millions of mothers outside its 
scope.” Therefore it was recommended that the maternity 
benefits should be removed from the insurance, and the 
problem dealt with bf} a public medical service for all needy 
mothers. (“The New Statesman,” March 14, 1914, Supple- 
ment, p. 29.) 


This recommendation was partially followed in 
1919. But in the meantime “The New Statesman,” 
December 1, 1917, returned to the charge and pub- 
lished a finding that the National Health Insurance 
“has had no appreciable effect in diminishing infant 
mortality.” To same effect, see Brend’s “Health and 
the State,” Ch. VII, and Report for Medical Off- 
cer of Hampshire, 1913, quoted Hoffman, “More 
Facts and Fallacies of Compulsory Health Insur- 
ance,” p. 159. 

Experience in Germany is similar. In 1910 the 
infantile mortality in Germany, after 27 years of 
health insurance, was 16.2 per cent of births, whereas 
in England and Wales, without any health insurance 
then, it was only 10.5 per cent, and in Massachu- 
setts, in 1913, it was only 11 per cent. (Hoffman's 
“Facts and Fallacies of Compulsory Health Insur- 
ance,” p. 41.) 

Experience in Australasia confirms 
and German experience. 

In Australia a maternity bonus has been paid 
since 1912, aggregating £662,035 in 1916, and 
although it was generally accepted, 36 per cent of 
all births were unattended by a physician, and, in 
the five years 1911-1915 inclusive, the infantile mor- 
tality was but slightly reduced, falling only from 
68.49 per thousand births in 1911 to 67.52 in 1915. 
In New Zealand, on the other hand, in the same 
period, the infantile death rate fell from 56.31 per 
thousand births to 50.05—the lowest infant mortality 
rate in the world. This reduction was due to a 
vigorous campaign of public health education and 
the establishment of women’s and children’s hos- 
pitals, without insurance or any money payments. 
An Australian Commission, studying the problem, 
has recently reported in favor of the adoption of 
the New Zealand system. (Research Report No. 6, 
National Industrial Conference Board, pp. 17-18.) 

Compulsory sickness insurance, along the lines of 
the Mills Bill, would provide corrective medical 
treatment for youthful defectives. 

(Dr. Israel Strauss, Hearing on Mills Bill, March 

7, 1917.) 

It would not. It would insure only against the 
risks of future sickness. 

Neither the British health insurance nor any of 
the European sickness insurance laws undertake to 


this British 
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cure old physical defects and infirmities (@f. infra, 
p. 29). 

“Just as employers have installed safeguards for 
dangerous machinety, in order to reduce the cost of 
workmen’s compensation, so in order to reduce the 
cost of health insurance they will supply, for in- 
stance, better sanitation, ventilation and _ lighting, 
more physiological hours of labor and fuller con- 
sideration for the special needs of women and 
children.” 

(Prof. Irving Fisher, quoted by Hoffman, “More 
Facts and Fallacies of Compulsory Health Insur- 
ance,” p. 46.) 

This is an assumption unsupported by reason and 
contradicted by experience. 

The accident compensation liability incites em- 
ployers to safeguard machinery, etc., for the reason 
that the relation between accidents and their causes 
is generally direct and clear, whereas the relation 
between employees’ illnesses and such matters as 
general sanitation, ventilation, lighting, etc. are 
generally so remote as to be practically imper- 
ceptible to the lay mind. Moreover, under the ac- 
cident compensation laws generally, each employer 
is indixdually liable for the accidents in his employ- 
ment only, and can secure a prompt credit in his 
insurance premium rates by needed expenditures for 
accident prevention, whereas under health insurance 
laws generally nothing that an individual employer 
may do to improve the sanitary conditions in his 
employment will have any immediate or certain 
effect upon his contribution rate. It is true that 
some of the governmental health insurance laws con- 
tain provisions to penalize employers for exception- 
ally insanitary conditions; but such provisions are 
dead letters (see Brend’s “Health and the State,” 
Chap. VII.). 


“Health insurance is not a measure for prevention, be- . 


cause it hides and does not disclose responsibility. To make 
any progress in preventive work you must first fix the re- 
sponsibility and then assess it.”” (“The Fallacious Philosophy 
of Health Insurance,” by Frank F. Dresser.) 


As to experience, the evidence is plentiful that 
the accident compensation liability has aroused em- 


ployers to vigorous and expensive efforts for 
accident prevention, whereas there is not a particle 
of evidence that compulsory health insurance has 
ever had any such effect. (Cf. Hoffman’s “More 
Facts and Fallacies of Compulsory Health Insur- 
ance,” p. 46.) 

“The same principle was applied to accidents in 
the Workmen’s Compensation Act that Health In- 
surance seeks to apply to sickness.” 

(Senator Davenport, in N. Y. Senate, 

10, 1919.) 

This is a most incorrect assertion. 

Workmen’s compensation is merely a new form of 
an age-old legal liability of employers, based upon 
a juridical principle (known throughout Europe as 
the principle of “trade risk”) which requires proof 
of a causal connection between the employment and 
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the injury as a condition to liability, whereas health 
insurance, in the form proposed in the Davenport 
Bill, would impose upon employers collectively an 
entirely novel liability for half the cost of relieving 
certain misfortunes of employees collectively, re- 
gardless of causation. 

There is no analogy between workmen’s com- 
pensation and compulsory insurance in respect to pre- 
vention. An accident affects one individual or at 
most a limited number. Sickness, on the other hand, 
particularly in its communicable forms, is carried 
from one to the many and may involve a large part 
of the community. As such it is a matter for health 
officers and not for insurance. 

Compulsory insurance would reduce the public ex- 
pense for poor relief. 

(Warren H. Pillsbury, at Commonwealth Club, 

San Francisco.) 

This statement miscolors a partial truth to serve 
as a bait to attract taxpayers to support compulsory 
insurance. In practical experience compulsory health 
insurance has never resulted in any relative reduc- 
tion in appropriations for direct poor relief. 

In Germany “expenditures for the poor have in- 
creased almost everywhere, both as regards the 
number of those who are supported and as regards 
the degree of support which is given individual 
cases.” (Zahn, quoted by Friedensburg, in “The 
Practical Results of Workingmen’s Insurance in Ger- 
many,” p. 58; and cf. “Facts and Fallacies of Com- 
pulsory Health Insurance,” by F. L. Hoffman, p. 68.) 

As to Great Britain: “It is significant that we 
have not been able to ascertain that any diminution 
whatever has yet been noticed in the number of 
those resorting to the Poor Law.” (The New 
Statesman, March 14, 1914, Supplement.) 

The part truth in this statement is that, although 
compulsory health insurance increases the demand 
for poor relief, yet it does provide relief for some 
proportion of those who, in sickness, would other- 
wise depend upon out and out poor relief. But 
that proportion is not large. 

“Our investigations in Chicago show* that a large per 
centage of the cases of poverty caused or aecompanied by 
sickness would not be avoided by compulsory health insur- 
ance of the kind that has been proposed. They show, also, 
that it would not prevent as much as a fourth of the cases 
of dependency upon charitable agencies for material relief.” 
(Report of the Illinois Health Commission, p. 165.) 

Public city planning and home building “together 
with. the enactment of many kinds of social insur- 
ance * * * so completely changed the condition 
of the workers that (before the present war broke 
out) in many European countries poverty was being 
rapidly diminished, and in one country at least it has 
practically disappeared.” 

(Thomas A. M. Kane, “Catholic Charities Re- 

view,” September, 1917, p. 208.) 

That European paradise wherein “poverty has 
practically disappeared” is merely a figment of the 
author’s imagination, there being nothing real in 
Europe even approximately corresponding to it. As 
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Harold Begbie, of the London Chronicle, wrote, 
while on a visit to America, referring to compara- 
tive conditions in Europe and America: “There is 
nothing here, absolutely nothing, to compare with the 
most shocking and ubiquitous poverty of Europe.” 

If Germany be the country meant, the error is 
colossal. In Germany the working people worked 
longer and for less wages than in any other of the 
great industrial countries (see Gerard, cited, supra, 
p. 10.) The number of women and particularly of 
married women forced to earn their livelihood was 
inordinately high and was increasing inordinately. 
(Villard, “Workmen’s Accident Insurance in Ger- 
many,” pp. 7-8.) And overcrowding in tenements, 
and particularly in rear and unimproved tenements, 
was excessive and rapidly increasing in industrial 
centers. (Cf. Tucker, “Compulsory Health Insur- 
ance,” p. 6; also “Report of American Federation 
of Labor Representatives at Congress of Interna- 
tional Federation of Trades Unions, Zurich Switzer- 
land, September, 1913,” by G. W. Perkins, President 
Cigarmakers’ International Union.) 

“Compulsory insurance would reduce the public 
expense for insane asylums, prisons and reforma- 
tories.” 

(Warren H. Pillsbury, at Commonwealth Club 
of San Francisco.) 

This is a pure assumption without a particle of 
evidence to support it. 

Notoriously insanity has increased inordinately in 
Germany while compulsory health insurance has been 
in effect. And in Great Britain it is a bitter griev- 
ance of the “Approved Societies” that the benefits 
for diseases due to vices are draining their funds, 
unchecked by the panel doctors; (see Report of De- 
partmental Committee on Sickness Benefit 
1914). 

Against Mr. Pillsbury’s “guess” deserves to be 
cited the opinion of an actual observer of the op- 
erations of compulsory health insurance in Germany, 
Dr. Ochsner, that such insurance would encourage 
drug taking, immorality and vice.” (“Further Ob- 
jections to Compulsory Health Insurance,” p. 7.) 

“It was the result of the study of an English 
Royal Commission of Health Insurance in other 
parts of Europe that led Lloyd George to put this 
system in operation in England in 1911.” 

(Senator Davenport, in the New York Senate, 

April 10, 1919.) 

There was no Royal Commission or Departmental 
Committee to investigate the value of National 


Claims, 


Health Insurance, nor any public report or opinion 


from the medical authorities or organizations. The 
only thing in the nature of an investigation was a 
flying trip by Lloyd George personally to Germany. 
The National Insurance Act was indirectly the out- 
come of the Report of a Royal Commission on the 
Poor Laws; but such report did not recommend 
National Insurance nor anything like it. (See 


“Health and the State,” by William A. Brend, Ch. 
VIL.) 
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“Today universal workmen’s health insurance is 
established in not fewer than ten of the leading 
continental countries” (of Europe). 

(John B. Andrews, Bulletin 212, U. S. Bureau 
of Labor Statistics, p. 550. Cf. map fronting 
title page, “Brief for Health Insurance.”) 

This is a gross exaggeration. 

Only three European sickness insurance laws 
(those of Germany, Great Britain and Norway) are 
even approximately universal as to “wage-workers.” 
They all exclude many “workmen,” and the Nor- 
wegian law many “wage-workers.” 

The Dutch law comes next; but it applies only 
to low-paid wage-workers and leaves out all casual 
labor and domestic servants. 

In Luxemburg 37,500 
pulsorily 
(1910). 

The Austrian insurance comes next, covering 
about 3,340,000 out of about 10,000,000 wage earners 
and a total population of 27,800,000 (“Die Sozialver- 
sicherungs in Europa; Beitrag des Reichversicher- 
ungsamts, January, 1913”). 

Under the Hungarian law, in 1909, about 900,000 
persons were insured out of a population of 21,- 
000,000 (id.). 

Under the Roumanian law, in 1911, about 140,- 
000 persons were supposed to be insured out of 
a notoriously impoverished population of 
7,000,000 (id.). 

Under the Russian law, just before the outbreak 
of the war, about 1,394,000 persons were insured in 
European Russia (Finland, where insurance is 
voluntary, excluded) and the Caucasus, out of a 
population of about 145,000,000. (London 
Russian Supplement, July 27, 1914.) 

In Serbia, though a sickness insurance law was 
enacted in 1910, it can hardly be said to be “estab- 
lished,” since there is no record of its ever having 
been put into actual effect. 

This is a complete list of the European countries 
—continental and non-continental—in which com- 
pulsory health insurance prevails. There are 10 
altogether, and in 7 of them, the insurance, so far 
from being universal, provides protection for only 
minorities—and in some cases only 
minorities—of the working people. 

A word must be said about the deceptiveness of 
the map above referred to. That is a map of Europe 
on which the compulsory insurance countries are 
marked in red, and in the text (p. 138) it is stated 
in heavy type that: “All the laws cover practically 
all low-paid wage-workers.” With all Russia (Fin- 
land wrongly included) marked red, the map looks 
“all red,” conveying the grossly false impression 
that “practically all the low-paid wage-workers” in 
far the greater part of the territory of Europe are 
protected by compulsory sickness insurance. The 
reality, as above shown, is far different. What 
makes the map all the more deceptive is that in Den- 
mark, in 1914 30 per cent of the population were 


wage earners are 
insured out of & population of 


com- 
260,000 


about 


Times 
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voluntarily insured against sickness, as against 12.9 
per cent in Austria (1910), 4.3 per cent in Hungary 
(1909), 2 per cent in Roumania (1911), and about 
1 per cent in Russia (1914), compulsorily insured. 

“This system [that of the Davenport Bill] is used 
all over Europe.” 

(Senator Davenport, N. Y. 

10, 1919.) 

This sweeping assertion implies a world of un- 
truth. 


Senate, April 


Compulsory health insurance is not used at all in 
Denmark, Spain, Portugal or Greece, not to mention 
Bulgaria and Turkey—the obligation in Denmark im- 
posed upon employers of insuring against sickness 
such seasonal alien laborers as they import, hardly 
belonging in the domain of social insurance. 


Compulsory sickness insurance is not used at all 
in Sweden, Belgium or outside of several Cantons 
in Switzerland. And in France it is applied only 
to seamen, miners, and railroad employees, and in 
Italy to railroad employees and maternity cases in 
some industries. 

Then there are many different systems of com- 
pulsory sickness insurance, all of which differ 
radically from “this” Davenport system in_ vital 
features :— 


Unlike the Davenport system, the insured have 
only a very limited or no choice of the doctor under 
the German, Austrian, Hungarian and Russian sys- 
tems. 

Unlike the Davenport system, the medical benefits 
are administered by distinct public authorities and 
not by the “sick funds” under the British system. 

Unlike the Davenport system, no medical benefit is 
provided under the Dutch under the 
British system in Ireland. 

Unlike the Davenport system, every insured work- 
man has the right to choose his “sick fund” under 
the British, Norwegian, and Dutch systems. 

Unlike the Davenport system, a doctor called on 
must serve, at the charges fixed by the Government, 
under the Norwegian system. 

Unlike the Davenport system, “invalidity insur- 
ance” is combined with “sickness insurance” under 
the British system. 

Unlike the Davenport system, contributions and 
benefits are generally “flat,” without variation for 
differences in wages, under the British system. 

Unlike the Davenport system, illnesses due to 
pre-existing infirmities and chronic invalids are or 
may be excluded under the Austrian and Norwegian 
systems. 

Unlike the Davenport system, casual laborers or 
short-time employments are excluded under the ma- 
jority of the other systems. 

Unlike the Davenport system, persons earning to 
exceed a very low rate of wages are exempted under 
the majority of the other systems. 

And so on as to every other feature of the Daven- 
port system. 


system, or 
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The fact is that there is no health insurance closely 
resembling the Davenport system in use anywhere. 

The Standard Bill “combines the features pro- 
nounced best by the practical experience of Europe.” 

(John B. Andrews, Bulletin 212, U. S. Bureau of 

Labor Statistics, p. 552.) 

Everyone is entitled to express his own individual 
conclusions from European experience. But this 
pronouncement implies some such misleading notion 
as that the Standard Bill follows the latest- Euro- 
pean precedents (framed in the light of experience) 
or that it follows a well-defined majority opinion 
as to the lessons of experience. 

Neither of these notions is true. The partisans 
of compulsory insurance are hopelessly divided in 
opinions as to methods and means. For instance, at 
the latest International Social Insurance Conferences 
the majority opinion seems to have been that the 
insured should have a choice of insurance carriers 
—in other words that some insurance should be re- 
quired, but that all existing insurance institutions 
should be preserved and that each insured person 
should be free to choose his insurance to suit his 
individual needs and preferences (cf. Bulletin des 
Assurances Sociales (Report of Brussels Confer- 
ence; also March, 1913, p. 31); “Verbindung staat- 
lischer Zwangsversicherung und freier Privatver- 
sicherung,” address by Dr. Bielefeldt, , at 
International Congress on Social Insurance, Dres- 
den, 1911; “Der Reichsversicherungszwang * * * 
und die Thesen des Herrn Dr. Zacher,” by Robert 
Piloty, 1910; “Soziale Versicherung der Selb- 
staendigen,” by Robert Piloty, 1912.) And _ this 
feature—free choice of insurance carrier—was 
adopted in the Norwegian law (1909), the British 
law (1911), the recent Dutch law (1913), and the 
projects for a compulsory health insurance law being 
pushed in Belgium at the outbreak of the war. Only 
the Russian law (1912) adopted a uniform bureau- 
cratic system of insurance carriers like that to be 
found in the Standard Bill. 

As to other features, the extension of the law 
(the classes subjected to compulsion), the question 
of whether or not there should be a medical benefit, 
and, if such a benefit, how it should be provided and 
controlled, the distribution of the cost, the question 
whether contributions and benefits should be level 
or proportionate to earnings or contributions re- 
spectively, etc., etc., both the sickness insurance laws 
and the opinions of the partisans of compulsion are 
hopelessly at variance. 

Moreover, the German law, for example, contains 
special provisions regulating the insurance for agri- 
cultural laborers, domestic servants, casual employ- 
ments, itinerant trades and home-working industries, 
whereas the British law leaves the modifications 
requisite to adapt the insurance to these special oc- 
cupations to the discretion of the Insurance Com- 
mission. In application to these special occupations 
the British insurance has notoriously broken down 
(cf. The New Statesman, cited and quoted supra) : 





May, 1920 


yheras experience of the operations of the special 
rovisions of the German law in question (which 
ok effect January 1, 1914,) has been shut off from 
ur observation by the war. Consequently it cannot 
truly be said that the feature of the Standard Bill 
leaving the special regulations for the occupations 
yove mentioned (or such of them as are covered) 
the discretion of a political commission has been 
pronounced best by the practical experience of 
urope.” 
“Health insurance on a compulsory basis is in 
wee in Great Britain, Norway and Switzerland, and 
equally successful in all those countries.” 
(M. M. Dawson, Hearing on Nicoll Bill, March 
26, 1918.) 
Health insurance is in force in Great Britain, but 
ie evidence as to its success, is, to say the least, 
oubtful and conflicting (see, supra, pp. 5-9). 
Sickness insurance in Norway went into effect 
ily 1, 1911. No critical study of its operation has 
yet been published—in the English language, at least 
and real evidence of either its success or failure 
entirely lacking. 
Health insurance in Switzerland, except in one or 
two Cantons, is voluntary. Since the Swiss system 
d not take effect until well into 1914, when normal 
operations were promptly disturbed by the war, there 
as yet no evidence accumulated to show that it 
successful or otherwise, either in its voluntary or 
compulsory form. 


All these laws are experiments and in a very early - 


perimental stage; and it is absurd to claim the 
results in advance. 

At this time “the health insurance law of Sweden 
his just been enacted and has gone into effect in the 
» iddle of this war.” 

(Miles M. Dawson, Hearing on 

March 26, 1918.) 

‘Right in the midst of the war one of the countries 

Europe adopted its health insurance law.” 

(Miles M. Dawson, Hearing on Davenport Bill, 

March 19, 1919.) 

Either Mr. Dawson has been incorrectly reporteé 

these are serious errors. 

The Swedish “sickness insurance” law (both the 
‘Nicoll and Davenport Bills were for “sickness in- 

rance”) is voluntary. The Swedish old age and 
invalidity insuranec law, which is compulsory, was 

acted some years before the war, and took effect 
Jonuary 1, 1914. 

No European country “adopted” a health insur- 
ance law “in the midst of the war,” unless the 
Russian Bolsheviki have gone through the form of 
loing so. The Dutch sickness and invalidity in- 

rance laws, which were being put into effect just 

fore the outbreak of the war, were adopted in 

13. And the Norwegian Sickness Insurance Law 

1916 was merely a codification of laws of 1909 

1 1911, with only a few material changes. 

Health insurance has existed in England since 


Nicoll Bill, 
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1911, and it was found sufficiently beneficial to war- 
rant extending its scope.” 
(Senator Davenport, in 
10, 1919.) 


The scope of the British health insurance has never 
been extended. What probably misled Senator 
Davenport was the recommendation in the “Report 
of the Insurance Acts Committee, British Medical 
Association, 1917,” that the medical benefits actually 
provided—which are very inadequate and much 
below what is promised in the law—should be made 
more adequate. But even this recommendation, 
which involves no extension in the scope of the in- 
surance, has never been carried out. 

“You couldn’t get either capital or labor in the 
realm of England to give up this health insurance.” 

(Senator 

10, 1919.) 


This is a rhetorical assertion 
assumptions. 

The English health insurance differs radically 
from “this health insurance”—i. e., the system of 
health insurance proposed in the Davenport Bill—in 
the particular, among others, that it is paid for about 
4/1lths by the state and 3/11ths by employers, leav- 
ing the insured employees to pay only 4/liths. Be- 
cause they are getting for 4d. per week insurance 
that costs 11d., the majority of the British working 
people probably would be reluctant to give up the 
health insurance. Instead they seem to be demand- 
ing that the medical benefits originally promised 
them for 4d. per week be provided them for 4d.— 
which benefits are now only about half provided and 
to provide which in full would probably double the 
state’s contribution, so that the working people would 
get for 4d. insurance .costing 15d. But there seems 
to be at least a miority of thoughtful English work- 
ing people who wish the whole scheme discarded, or 
at least that it had never been adopted (see quota- 
tion from W. A. Appleton, supra, p. 6). 

As to English employers, the known attitude of 
many of them towards the insurance is simply one 
of patient endurance of a political imposition; and 
it is a “safe bet” that the majority of them would 
be glad to give it up. 

“One of the first things put out at the Peace Con- 
ference was a request that among the earliest things 
undertaken would be the extension of social insur- 
ance throughout the States of the Allies.” 

(M. M. Dawson, Hearing on Davenport Bill, 

March 19, 1919.) 

This statement is artful. The speaker omitted to 
specify that the porposal referred to was made by 
Germany, with obviously selfish motives, and rejected 
by the Allies, without thanks. 

Compulsory health insurance is approved of by 
“every scientific student of the subject in the world” 
and also by “all the civilized nations of the world 
except the United States.” 

(Chester H. Rowell, Commonwealth Club of San 


N. Y. Senate, April 


Davenport, in N. Y. Senate, April 


based upon pure 
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Francisco, 1917, quoted by Hoffman, “More Facts 
and Fallacies of Compulsory Health Insurance,” 
p. 43; and cf. Thos. M. Gafney, Hearing on Nicoll 
Bill, March 26, 1918.) 

This statement is absurd. 

Compulsory sickness insurance has not been gen- 
erally in favor in France, Italy, Denmark, Sweden, 
Belgium, Spain, Portugal, Canada, New Zealand, Aus- 
tralia, or South Africa, nor in any country in South 
America. 

And there is a host of scientific students of the sub- 
ject opposed to compulsory health insurance, among 
whom may be mentioned Maurice Bellom and Colson, 
in France; Hilaire Belloc and Brend, in Great Britain; 
Bernhard and the large number of medical men he 
cites, in Germany; and Taussig, Hadley and Hoffman 
in the United States. 

(For an explanation of the why and wherefore of 
the louder noise made by the European proponents of 
compulsory insurance, see “Criticism of a Tentative 
Draft of an Act for Health Insurance,” by P. Tecum- 
seh Sherman, pp. 10-11.) 

“Most of the ammunition in opposition to com- 
pulsory health insurance has been furnished by the 
commercial insurance interests.” 

This is a malicious untruth, designed to excite the 
prejudice of the ignorant. 

Most of “such” ammunition is derived from im- 
partial official publications, from the “Bulletin des 
Assurance Sociales,” from the Report of the Com- 
mittee on Preliminary Foreign Inquiry of The Na- 
tional Civic Federation; from disinterested writers 
such as Brend, Price Collier, Bellom, etc., and from 
journals such as The New Statesman. 

“In the governmental and co-operative systems of 
Great Britain and Germany all workers in all indus- 
tries and all occupations are insured and receive the 
benefits.” 

(Public Health Bulletin No. 76, by Warren and 

Sydenstricker, p. 54.) 

As to Germany, this is an assumption without evi- 
dence; as to Great Britain, it is a wanton misrepre- 
sentation. 

In Germany the sickness insurance law was not 
extended to cover domestic servants, agricultural 
labor and the itinerant trades until 1911, and then 
only to take effect in 1914. The extended provisions 
were just being put into effect when the war broke 
out and prevented thereafter both normal operations 
and foreign observation of what operations there 
were. It still remains to be found out how far these 
new classes are actually insured and how far they 
actually obtain the promised benefits. The authors 
of Public Health Bulletin No. 76, however, are not 
content to wait to find out the truth. They simply 
assume that to be true which they want to be true. 

In Great Britain there are some millions of “work- 
ers” not covered by the National Health Insurance 
(see Report of the Committee on Preliminary For- 
eign Inquiry, The National Civic Federation, pp. 3-4). 
And large numbers of the insured—“deposit contrib- 
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utors” and casual laborers notoriously—are not get 
ting the benefits; (“The New Statesman,” March 14 
1914; December 1, 1917). 

“Compulsory insurance * * * eliminates by it 

universality dangers of adverse legislation.” 
(John B. Andrews, Bulletin 212, U. S. Burea 
of Labor Statistics, p. 252, Cf. “Sixth Repor 

Committee on Health, N. Y. State Federation o 

Labor,” 1919.) 

Compulsory insurance may reduce but does » 
eliminate adverse selection. 

Even where, as in the German “local funds,” ac 
verse selection is not permitted by the law, the fund 
are protected in practice against bad risks and chron 
invalids “by the unwillingness of employers to engag 
them”; (“Social Insurance in Germany,” by W. Ha: 
butt Dawson, p. 32). 

But many of the health insurance laws recogni: 
the injustice of compelling the healthy, moral and i: 
dustrious working people to pay for the sicknesses « 
the chronic invalids, the vicious and the habitu 
malingerers, and permit adverse selection in som 
form or other. Thus the British Act (§30 (2) ) pe: 
mits Approved Societies to admit or reject any app! 
cant except on account of age—rejected applican: 
being relegated to the position of “deposit contri 
utors,” each of whom must pay his own way. TI! 
Norwegian law permits the insurance carriers to rejc 
chronic invalids altogether. And the Austrian la 


excludes their chronic illnesses from the coverage 
And nearly all the laws permit exp: 


the insurance. 
sions. 

“Under compulsory insurance there would be 
lapses.” 

(Prof. Irving Fisher, quoted by Hoffman, “M« 
Facts and Fallacies of Compulsory Health Ins: 
ance,” p. 46.) 

There would be worse than “lapses”—there wou 

be “forfeitures.” 

In Great Britain it is a subject of complaint tl 
the Approved Societies expel members, thereby i: 
feiting their insurance, without due cause; (“T! 
New Statesman,” March 14, 1914, Supplement, p. 2 

And under the Standard Bill an insured pers 
upon quitting the state or ceasing to be employ: 
would forfeit his insurance of the funeral benefit 

“Experience has shown that there is a much high: 
degree of efficiency in management, and at much | 
cost, in governmental than in private health insurai 
plans.” . 

(Public Health Bulletin No. 76, by Warren a 
Sydenstricker, p. 67.) 

This is a reckless assertion, the falsity of which 
exposed by the fact that there are now in Amer 
thousands of soldiers and sailors who are surrencd 
ing invalidity and life insurance on satisfactory ter: 
(under Act. No. 90, U. S. Public Acts of 1917), |! 
cause of grossly inefficient and wholly unsatisfact 
“governmental management.” 

It is true that many governmental insurance sche: 
make claims for low cost—far below anything 
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tained by private enterprise. But the deception in 
those claims was long ago exposed by Dr. Manes, a 
German social insurance authority, in the Zeitschrift 
fiir Versicherings Wissenschaft, for May, 1912: 
“The opinion is nowadays commonly heard expressed that 
private insurance invariably conducts its business more ex- 
pensively than social insurance. This, however, is true only 
n a relative way—for just as there are individual private 
nsurance enterprises whose administration costs are higher 
than those of many publicly organized institutions, so also 
t is possible to adduce statistical material to demonstrate 
the opposite conditions. It is almost without exception for- 
gotten * * * to take into account the high, concealed 
sts of social insurance. Those only are looked upon as 
ulministration expenses of social insurance which appear in 
the budgets of the insurance organizations and not at all 
those large sums which as a result of social insurance either 
urden the financial operations and accounts of other state 
lepartments, or by reason of the relief given from postal 
harges and other dues and like privileges represent a loss 
f receipts to those departments.” 


It is by ignoring its high concealed costs that gov- 
‘rnmental insurance makes a deceptive showing of 
conomy; whereas private insurance, under govern- 
nental regulations, has to report truly all its costs. 
With the same system of accounting applied alike to 
oth kinds of insurance, there would be a very differ- 
nt comparison, as will be shown later (infra, pp. 
2-34). 

And that governmental management is not efficient 
” providing good medical benefits promptly, in check- 
ng impositions on the funds, etc., etc., is abundantly 
hown by the evidence elsewhere in this paper; (see 
supra, pp. 6-8, and, infra, pp. 38-40). 

That the British health insurance is not deemed 
efficient and of low cost by the intelligent and well- 
informed is indicated by experience with the “volun- 
ary contributors.” Some 2,000,000 adult working peo- 
le—the self-employed and the highly paid—have not 
een brought under the Health Insurance by compul- 
on, but have been invited and urged to come in and 
ffered for 7d. per week insurance now costing 11d. 
t was estimated in advance that 800,000 of them 
would accept. But in fact, according to the figures 
ziven out by the insurance administration, only a little 
ver 20,000 have come in, the remainder apparently 
oncluding that the insurance is not worth the cost. 
“The cost of voluntary insurance is high because of 
he expense of solicitation, of administration and of 
‘ofits, whereas a compulsory plan can insure all auto- 
iatically and enables the business to be conducted at 

lower cost of administration.” 

(Report of the Ohio Health and Old Age Insur- 

ance Commission, p. 159.) 

To any one who has observed the tremendous, 
omplex and extravagant governmental machinery of 
Iministration of health insurance abroad it is simply 
reposterous to describe the operation of that insur- 
nee as “autoniatic”; (see Sidney Webb, quoted infra, 

34, and Price Collier, quoted supra, p. 10). 
Voluntary insurance in mutual funds involves no 
xpense for “profits.” The only item of expense in 
uch voluntary insurance not common to compulsory 
‘surance is that of “solicitation.” And the saving of 
licitation expenses by compulsion is offset by the 
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expense of the administrative machinery required for 
compulsion. 

“The figures of premiums received and losses paid 
during various periods show that American ‘indus- 
trial’ or health insurance companies retain more than 
half the premiums received for expenses and profits.” 

(Report of Social Insurance Commission of Cal- 
ifornia, 1919, p. 121. Majority Report of the Mass- 
achusetts Special Commission on Social Insurance, 

1917, quoted in Report of Massachusetts Special 

Commission on Social Insurance, 1918, pp. 29-30. 

Report of New Jersey Commission on Old Age, 

Insurance and Pensions, 1917, p. 13.) 

This is a misuse of figures that reflects seriously 
upon either the fairness or the competency of the 
authors of these reports. For the difference between 
premiums received and losses paid during a given 
period does not measure the expenses and profits for 
that period. There must first be deducted from the 
“premiums received” the amount thereof received for 
insurance extending beyond the period covered and 
there must be added to the “losses paid” the amount 
of losses suffered during such period and yet to be 
paid (generally set aside in special reserves). This 
particular method of misrepresentation was _ thor- 


oughly exposed in the Report of the Second Massa- 
chusetts Commission, 1918 (pp. 29-31). 


“The expense of administering the German sickness 
insurance is only about five per cent of the receipts.” 
(“Brief for Health Insurance,” The American 
Labor Legislation Review, June 1916, p. 211. M. M. 
Dawson, Hearing on Nicoll Bill, March 21, 1918.) 
This contention is based upon a falsification orig- 
inating in and propagated by the Imperial German 
Insurance office. 

The truth is that it is only a small part of the 
expenses of administering the German sickness in- 
surance—i. e., that part which is paid out of the con- 
tributions—which average about 5% of the contri- 
butions (8% in the “local funds” and 1% in the “es- 
tablishment funds”); whereas the major part of the 
expenses of administration—the part borne by the 
employers and the state is concealed; (see comment 
by Dr. Manes, supra, p. 30). There is, therefore, no 
means of knowing whether the German insurance is 
economically administered or not, since the total ex- 
pense of administration is an absolutely unknown 
percentage of contributions or of benefits. But judg- 
ing from the multitude of the onerous duties imposed 
upon employers and from the magnitude of the 
bureaucracy employed in the work of social insur- 
ance by the state (cf. quotation from Price Collier, 
supra, p. 10), the probabilities are that the German 
sickness insurance is very thorougly and expensively 
administered. The expense ratio may be guessed va- 
riously, but since the exposure above explained there 
is no evidence left to support a contention that it is 
any nearer 5% than 50%. (See “Criticism of a 
Tentative Draft of an Act for Health Insurance,” 
by P. Tecumseh Sherman, pp. 28-31.) 

But even all the items of expense above enumerated 
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do not cover all the “economic waste.” The doctors 
employed by the sick funds have two lines of duties, 
first to determine the right to sick pay and to make 
reports for the purposes of claim control and statis- 
tics, and, secondly, to treat diseases. Over half of 
the time of the doctors is occupied by the first of 
these lines of duties, and consequently half their 
charges should be allocated to “administrative ex- 
pense” rather than to “benefits.” This item of eco- 
nomic waste, however, is common to all insured 
medical benefits. 

“Local administration in the Leipsig sick fund costs 
less than ten per cent of the total expenditure, whereas 
in this country the dollar-a-month sick insurance, as 
operated by stock companies, is at an average admin- 
istrative cost of about sixty per cent.” 

(J. B. Andrews, Bulletin 212, U. S. Bureau of 

Labor Statistics, p. 552.) 

This is simply a variation of the preceding mis- 
statement. The percentages given are probably cor- 
rect as to those administration expenses in the Leipsig 
funds paid out of the sick funds. But in addition, as 
has just been explained (supra, p. 32), there is the 
heavy cost of administration borne by employers and 
the state. That the total is less than 80% of expend- 
itures may be guessed but there is no evidence to 
prove it. 

In this connection it should be noted that it is the 
Leipsig sick fund (or more correctly the Leipsig fed- 
eration of sick funds) which is always cited as typ- 
ical of the German sick funds (cf. “Brief for Health 
Insurance,” American Labor Legislation Review, June, 
1916, p. 123) and held up for comparison with the 
worst specimens of sickness insurance that can be 
found in America. This is like selecting a top apple 
from one barrel of apples and comparing it with the 
rottenest apple to be found in another barrel. The 
Leipsig funds are the best of their type in Germany, 
and away above the average. And even they have 
their seamy side, which the American proponents of 
compulsory insurance try to hide; (see “Failure of 
German Compulsory Health Insurance—a War Reve- 
lation,” by F. L. Hoffman, p. 12). 

“In Great Britain the administrative cost of the 


compulsory health insurance law is but fourteen per 


cent of the receipts, whereas the societies which col- 
lect from house to house small premiums for burial 
insurance spend thirty-seven percent of their total 
income for management.” 

(“Brief for Health Insurance,” American Labor 

Legislation Review, June, 1916, p. 240.) 

This is another deceptive comparison. The 37% 
expense, above cited, includes all the cost of collec- 
tion, whereas the 14% expense excludes the greater 
part of it. The total administrative cost of the badly 
skimped administration of the British Health Insur- 
ance (badly skimped by political regulation so far as 
the Approved Societies are concerned, whereas the 
Government’s part in administration is rather extrav- 
agant though inefficient) is about 14% of contri- 
butions, plus the cost of collection borne by the 
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employers. That this ignored item of cost is heavy 
is indicated by Sidney Webb’s opinion. He says: 

“Regarded as a means of raising revenue, compulsory in 
surance of all the wage-earning population, with its elaborat- 
paraphernalia of weekly deductions, its array of cards an 
stamps, its gigantic membership catalogue, its inevitable ma 
chinery of identification and protection against fraud, in 
volving not only a vast and perpetual trouble for eac! 
employer, but also the appointment of an _ extraordinari! 
expensive civil service staff, is, compared with all other 
taxes, almost ludicrously expensive to all concerned.” An 
he goes on to estimate that the true aggregate cost of 
lection would amount to between 20 per cent and 25 per cer 
of the revenue raised. (“The Prevention of Destitution, 
by Sidney Webb, p. 170.) 

At least half of this cost of collection should b 
added to 14% to get the true expense ratio in Grea: 
Britain. 

“The benefits under the Standard Bill would co: 
not more than four per cent of the payrolls.” 

(John B. Andrews, Bulletin 212, U. S. Bureau « 

Laber Statistics, p. 552; cf. “Standards of Healt! 

Insurance,” by I. M. Rubinow.) 

“The net cost of health insurance [the system co 
sidered by the first California Commission] woul: 
in its entirety, be three per cent of wages.” 

(I. M. Rubinow, Bulletin 212, U. S. Bureau . 

Labor Statistics, p. 564.) 

“The benefits under the Nicoll Bill would cost fou 
per cent of wages up to $12 per week.” 

(M. M. Dawson, Hearing on Nicoll Bill, Mar. 

26, 1918.) 

“The benefits under the amended Davenport B 
would cost three per cent of the payrolls.” 
(Senator Davenport, in N. Y. Senate, April 

1919.) 

These are undoubtedly honest actuarial guesses; | 
it is wrong to present them as estimates of any r 
value, for the reason that anything like the ex: 
cost of the benefits under any of these bills is, und 
existing conditions, hopelessly unascertainable. G 
man sickness insurance experience furnishes no r 
sonable basis for close estimates, because the benef 
the conditions to benefits, the systems of claim cont: 
and the entire social conditions are radically differe: 
(cf. Hoffman, “Facts and Fallacies of Compulso: 
Health Insurance,” p. 60). A similar actuarial 
tempt to estimate in advance the cost of a hea! 
insurance measure, is shown by experience in Gr 
Britain to have been a gross and disastrous under: 
timate; for, even after cutting the promised medi 
benefits in half, their cost still largely exceeds t 
estimate. And the British experience affords no ba 
for an estimate of cost, for the reason that the co: 
of the National Health Insurance, on the one han 
covers both sickness and invalidity benefits, and, 
the other hand, provides only a grossly inadequa 
medical service. 

One thing only experience makes certain, nam: 
that to keep the rate of contributions within 
bounds of endurance, the conditions to the right : 
lay off and draw sick pay must be so severe, 3: 
the medical, surgical, hospital and nursing service 2 
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the supplies and appliances provided must be so lim- 
ited as to cause much popular disappointment. 

“A private establishment near Albany has long pro- 
vided its employees higher sick benefits than those 
under the Davenport Bill for three per cent of pay- 
roll. Therefore the benefits under the Davenport 
Bill could be provided by the insurance system therein 
proposed at three per cent of payrolls.” 

(Senator Davenport, in N. Y. Senate, April 10, 

1919.) 

This is a nonsequitur. 

The cost of experience of a single private estab- 
lishment, with a select force, and without political 
interference as to choice and payment of doctors, 
determination of rights to benefits, etc, is no cri- 
terion at all of the average cost under a general 
political scheme such as proposed in the Davenport 
Bill. 

Compulsory Health Insurance “will cost pretty 
nearly two-thirds as much as it does now.” 

(Chester H. Rowell, at Commonwealth Club of 

San Francisco; quoted Hoffman, “More Facts and 

Fallacies of Compulsory Health Insurance,” p. 45.) 

This is a pure assumption. : 

On the contrary it is very probable that in Great 
Britain people can get for 7d. a week private health 
insurance that is just as good as the political insurance 
costing 11d. per week (see supru, p. 31), and that a 
similar increase in the cost of sickness insurance 
without any equivalent increase in benefits would be 
the result of compulsion here. 

“Under the Nicoll Bill the appropriation for the 
state’s share in administration ‘would possibly be 
$100,000, perhaps some more.” 

(James M. Lynch, Hearing on the Nicoll Bill, 

March 26, 1918.) 

This estimate is pure guesswork, without regard for 
experience. All experience indicates strongly that the 
state’s share of the annual expense of administration 
would be, not “$100,000 and possibly some more,” but 
$1,000,000 and more. 

The German Government’s expense in connection 
with sickness insurance is unknown. But the British 
Government’s experience gives some basis for cal- 
culation. 

The British Government’s appropriations for ad- 
ministration expense of the National Health Insur- 
ance for the year ending March 31, 1915 (Report of 
Committee on Preliminary Foreign Inquiry, National 
Civic Federation, pp. 15-16) amounted to £927,000, 
or about $4,450,000. The British Act applied to 
about 14,000,000 wage earners, whereas the Nicoll Bill 
would have applied to over 3,000,000 employees, with 
some medical benefits also for their dependents. 
Therefore New York State’s probable expense of ad- 
ministration under the Nicoll Bill would be at least 
$950,000 a year, plus whatever additional expense 
might be -entailed by the benefits for dependents. 

Estimating the cost in another way: 

It costs over $400,000 for public administration 
under the accident compensation law of New York. 
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The proponents of compulsory health insurance tell 
us that, as a factor in producing dependency, sickness 
is to accidents as 64% to 1 (“Brief for Health Insur- 
ance,” p. 179). Consequently health insurance would 
have to deal with about 614 times as many claims as 
accident insurance, and presumptively would require 
about 6%4 times as much administration. Consequently, 
to administer the health insurance as thoroughly as 
New York has been administering compensation insur- 
ance, would probably cost the state $2,600,000 a year. 

It is suspicious that Mr. Lynch occupies a position 
that would give him a hand in distributing political 
jobs that compulsory health insurance would create. 
Rightly has an observer of German experience pro- 
tested: “I am afraid” compulsory health insurance 
“would be a dangerous weapon in the hands of our 
spoils politicians through the state machinery that 
would have to be established to run health insurance.” 
(“Further Objections to Compulsory Health Insur- 
ance,” by Edward H. Ochsner, M.D., p. 11.) 

“The cash and other benefits provided by health in- 
surance are not bestowed or given; they are paid for 
in accordance with actuarial practice by those who are 
responsible for the conditions that occasion the need 
for benefits. They are not ‘relief’ any more than 
compensation for accidents is ‘relief’ Especially is 
this true in a@ governmental system of health insur- 
ance where employers, employees and public maintain 
and administer the funds.” 

(Public Health Bulletin No. 76, by Warren and 

Sydenstricker, p. 64.) 

This is pure demagogism. 

If the insurance were maintained entirely by the 
insured contributors (employers perhaps included) 
and the contributions were scaled in proportion to 
the risks, etc., “in accordance with actuarial practice,” 
then nothing might be “bestowed or given.” But 
where the taxpayers’ money is used for the benefit of 
the insured or where the infirm, the sickly and the 
shirkers are insured at less than cost at the expense 
of the healthy and industrious, then a donation essen- 
tially indistinguishable from poor relief is “bestowed 
or given.” All the European sickness insurance laws 
(including the voluntary insurance laws of France, 
Denmark and Sweden) are and are generally recog- 
nized to be measures of poor relief—or charity; (cf. 
quotations from Brend and Price Collier, supra, pp. 7 
and 10). And it is a common point of criticism that 
“nothing is gained by disguising that charity under a 
false name”; (Colson, infra, p. 40). 

It is significant in this connection that within the 
last few months a Ministry of Health has been estab- 
lished for England and Wales, to which the supreme 
authority in all matters of National Health Insurance 
has been transferred, in combination with charge of 
the administration of certain of the Poor Laws; 
(Monthly Labor Review, August, 1919, p. 227). 
Thereby health insurance is classed and co-ordinated 
with poor relief. 

Moreover, under the British National Health In- 
surance, there never has been any medical benefit in 
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Ireland, the needed medical service being supplied by 
the poor law. 

Malingering would be negligible in a governmental 
or compulsory system of health insurance. 

(James M. Lynch, Hearing on Davenport Bill, 
March 19, 1919. Public Health Bulletin No. 76, by 
Warren and Sydenstricker, p. 63. Report of Ohio 
Health and Old Age Insurance Commission, p. 171.) 
That assumption is directly contrary to experience. 
In Germany, simulation, malingering and pension 

hysteria, formerly unknown to medical men, have, 
since the introduction of social insurance, become a 
regular epidemic. Sickness insurance, in particular, 
“is frequently made use of as a way of insurance 
against unemployment.” (“Undesirable Results of 
German Social Legislation,” by Ludwig Bernhard, 
Professor at the University of Berlin, pp. 61-63; “The 
Future of Social Policy in Germany,” by same, pp. 
6-7; “Further Objections to Compulsory Health In- 
surance,” by Dr. Edward H. Ochsner, p. 9.) 

“The hospitals [in Germany] are full of malingerers.” 
“I can say that there is a class that fills the hospitals in 
Germany, the lowest and most degraded type of beggar and 
malingerer there is.” (Dr. Harry R. Gaylord, Hearing on 
Davenuort Bill, March 19, 1919.) 

“In the Leipsig Communal Sick Fund the evil of ma- 
lingering reached such alarming proportions some years ago 
that special investigators or home visitors were employed 
for the purpose of ascertaining the true condition of the 
patients. During 1914, when the affairs of the fund were 
but slightly affected by the war, out of 10,447 patients in 
receipt of pecuniary support on account of alleged in- 
capacity, 5,542, or 53 per cent, were easily ascertained to 
be fully qualified to return to work, and 571, or 5.5 per 
cent, additional were found to be in a condition in which 
they were capable of returning to work and were ordered 
to do so within the current week for which support was 
being paid.” (“More Facts and Fallacies of Compulsory 
Health Insurance,” by F. L. Hoffman, p. 17.) 

“The report of the Communal Sick Fund for the city 
of Koenigsberg, in East Prussia, for the year 1917, re- 
veals in full detail the scandalous practices of physicians 
issuing certificates to patients never seen and filling out 
prescriptions or meeting requests for medical or other sup- 
plies cbtainable through drug stores without any obvious 
medical necessity therefor whatever. * * * In lament- 
able contrast, the more serious cases did not receive proper 
attention, and even cases of insipient lung diseases were 
treated in a manner bordering perilously near to mal- 
practice. * * * Under such circumstances it is not a 
matter of surprise that out of 2,730 special cases of sick- 
ness investigated, 782, or 28.6 per cent, were found en- 
tirely fit to return to work. Further investigations disclosed 
an additional 684, or 25.1 per cent, able to return to work, 
leaving only 1,264, or 46.3 per cent, as really entitled to 
sick pay and medical treatment.” (“Failure of German Com- 
pulsory Health Insurance—A War Revelation,” by F. L. 
Hoffman, pp. 17-19.) 

Referring to the effects of the British health insur- 
ance act in general, Sir John Collie remarks that on 
the basis of available statistics it is self evident “that 
thousands of employees who should be at work suc- 
fully claim ‘sick pay.’” (Hoffman, “More Facts and 
Fallacies of Compulsory Health Insurance,” p. 51.) 

“In one large Society, in six months, 12,375 members in 
possession of certificates of incapacity were requested to at- 
tend for examination by the Society's permanent medical 
referees, as a result of which 1,375 declared off the funds 
voluntarily; 1,795 failed to attend for examination; and 
3,186 out of the 9,209 examined were declared ‘capable of 


ILLINOIS MEDICAL JOURNAL 


May, 1920 


work’ by the referees.” 
A. Brend, Chap. .VII.) 

According to a report made to the County of Ayr- 
shire Insurance Committee, based upon investigations 
made by medical referees, the effect of National 
Health Insurance in that community has been that 
“of the persons who were examined over 39 per cent 
were found fit to work, and if those who resumed 
work, rather than go before the medical referee be 
included, the number who were found fit was increased 
to over 47 per cent. In other words, nearly one- 
half were found fit for work.” (National Health 
Insurance Gazette, March 9, 1918; Hoffman, “More 
Facts and Fallacies of Compulsory Health Insurance,” 
p. 40.) 

From observations of experience such as just re- 
ferred to the eminent French sociologist, Colson, 
deduces that bureaucratic health insurance is im- 
practicable in a democratic state. However, he 
concludes: “Insurance against the wage loss and ex- 
penses entailed by sickness, which does not provide 
high benefits may be efficaciously administered by small 
mutuals, whose members know each other, readily 
watch each other and exclude all malingerers. It is 
true that this form, which is incompatible with com- 
pulsion, excludes those unfortunates whose health 
permits only intermittent labor; but when sickness 
is an habitual condition and not a risk, insurance can 
no longer be applied to it. Charity alone can provide 
for wants resulting therefrom; and no advantage is 
gained by disguising that charity under a false name.” 
(“Organisme Economique et Désordre Sociale ;” by C. 
Colson, Member of the Institute, p. 162.) 


(“Health and the State,” by Wm. 


“Most employers opposed the enactment of com- 
pensation laws, and their opposition to .health in- 
surance is equally unmeritorious.” 

(F. Spencer Baldwin, N. Y. Tribune, Sunday 

January. 26, 1919.) 


“But most employers did mot oppose 


the enactment ot 
compensation laws. In New York, for instance, employers 
generally favored the original Wainwright-Phillips bills. All 
that employers opposed was the movement in favor of state 
insurance monopolies. This aspersion upon employers is 
not warranted nor in accord with facts as shown by the 
records of the Workmen’s Compensation Department of The 
National Civic Federation, where employers and representa 
tives of labor, beginning in 1908, worked together, always 
favoring sonie equitable form of workmen's compensatior 
holding the industry liable.”"—The National Civic Federatior 
Review, Feb. 15, 1919. 

“Under the Standard Bill the duties of the Commis- 
sion would be ‘largely judicial and supervisory, the 
administrative functions being chiefly carried on bj 
the various local or trade funds.” 

(John B. Andrews, Bulletin 212, U. S. Bureau 

of Labor Statistics, p. 554.) 

“Under the Mills Bill the administration is localized 
in each district.” 

(J. P. Chamberlain, Hearing on Mills Bill, March 

7, 1917.) 

“Under the Davenport Bill the insurance funds 
would be run entirely by the workers and employers 
themselves.” 
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(Senator Davenport, N. Y. Senate, 


1919.) 

The foregoing are misstatements hiding an ugly 
feature of the Realth insurance measures in this 
‘ountry. Under each of these bills the members of 

fund would, it is true, bear the burden of the 
vork of local administration, but largely as servants 
of a State Commission and subject to its direction 
and control. They would have nothing to say about 
he selection of members. A large proportion of their 
dministrative acts would be subject to the discre- 
onary approval of the Commission. And their re- 
1aining powers would be subject to such limitations 

s provided by the constitutions of their respective 
unds, and such constitutions would contain such 
mitations as the Commission might choose to require. 
\nd, as if that were not enough, under the Mills 
nd Davenport Bills, any fund not administered with 
ufficient subserviency to suit the Commission, could, 
t any time, in the Commission’s discretion, be broken 
), and its membership distributed among other funds. 
See Davenport Bill [Print No. 1811] §§ 51, 52, 54, 
i; Mills Bill [Print No. 236, 1916], §§ 32, 34, 36, 46; 
tandard Bill, §§ 26, 28, 37.) 

In other words these bills did not provide for 
1ome rule” or “democratic management,” but, on the 
mtrary, for extreme bureaucratic feudalism—ex- 
treme because even the German statutes give the 
ick funds” some definite rights as against the state 
ireau racy, whereas these bills did not. It is true 
that under any one of these measures the Commission 
ight allow the insurance funds some fair degree of 
f self-management. But the chance is slight, for as 
Grant Hamilton (member of Legislative Committee, 
merican Federation of Labor), referring to the 
tandard Bill, observed (Bulletin No. 212, U. S. 
ureau of Labor Statistics, p. 567); “The proposed 
easures would build up a bureaucracy that would 
have some degree of control or authority over all 
the workers of the state. It is in the nature of gov- 
ernment that when even a slight degree of power is 
legated, the natural tendency is to increase that 
power and authority.” 

“I understand and I think it is part of the tactics 

the opposition to prevent—I know it, in fact—a 

reful sudy of this important measure” * * * 

he medical men, * * * , as their official reports 

w, are opposed to having any study of this sub- 
— 

(John B. Andrews, Hearing on Mills Bill, March 

26, 1918.) 

This accusation is exactly the reverse of the truth. 
The proponents of this measure seek to jam it through 
ithout opportunity for the public to study and learn 

» truth as to the experience cited in its favor. On 

other hand, its opponents have and are studying 

subject. The National Civic Federation had a 

mmittee of Inquiry abroad in the summer of 1914; 
t its investigations were halted by the war. That 
Committee reported in favor of a suspense of judg- 

nt until further investigation could be made. Now 
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that the war is over The National Civic Federation 

has another Committee on Foreign Investigation 

studying this subject. We want the subject studied. 

The proponents of compulsory insurance do not. 
(James M. Lynch, Feb. 6, 1918.) 

Commissions in New Jersey, Massachusetts and 
California have reported in favor of Compulsory 
Health Insurance. 

This statement is correct, but— 

Whereas in Massachusetts the first Commission re- 
ported in favor of compulsory health insurance, a 
second Commission appointed to study further into 
the subject has reported adversely, and several at- 
tempts to incorporate provisions for compulsory in- 
surance at the recent Constitutional convention failed. 

Whereas two Commissions in California have re- 
ported in favor of compulsory health insurance, a 
proposition to amend the State Constitution to permit 
such insurance has been defeated by the people, by a 
vote of 358,324 to 133,858. 

Other State Commissions reporting explicitly in 
favor of or against the immediate adoption of com- 
pulsory health insurance, to date, are: 

Favorable: New Jersey and Ohio. 

Unfavorable: Connecticut, Wisconsin and Illinois. 


A Commission in Pennsylvania has also reported, 
1ecommending no immediate legislation but that the 
problem be further studied and investigated. 


Committee on Social or Health Insurance of the 
Illinois State Medical Society. 


Ep. H. Ocusner, 
GeorGeE APFELBACH, 


JosepH FatrRHALL, 
Wma. F. Burres, 
C. A. Hercutes, J. R. BAvvincer, 
H. F. Bruninc, 


W. D. CHAPMAN 


E. W. Friecenpaum, 
CLeaAves BENNETT 





Public Health 


FORMER ILLINOISAN APPOINTED 

Dr. E. B. Godfrey, formerly acting epidemiolo- 
gist of the Illinois State Department of Public 
Health, has been appointed acting epidemiologist 
for the Department of Public Health for the State 
of New York. During the war Dr. Godfrey .vis- 
ited France as epidemiologist for a Mission, un- 
der the direction of Home: Folks, delegated to 
study medical social conditions. 


RESIGNATION OF PAUL HANSEN 

Paul Hansen, who has served at the head of 
Sanitary Engineering of the State Department of 
Public Health for a number of years,—first as 
sanitary engineer for the State Board of Health 
and more recently as the Chief of the Division 
of Sanitary Engineering of the State Department 
of Public Health,—has tendered his resignation to 
take effect on May first, at which time he will 
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enter upon the private practice of his profession 
in Chicago. 

Mr. Hansen has been succeeded by Harry F. 
Ferguson who has been connected with the Divi- 
Sion of Sanitary Engineering for a number of 
years. Mr. Ferguson is a graduate of the Massa- 
chusetts Institute of Technology and prior to com- 
ing to the State Department of Public Health he 
served as Assistant Engineer in State Water Sur- 
vey, University of Illinois, Urbana, Illinois. 


STANDARDIZATION OF TUBERCULOSIS 
SANATORIA 


As a first step in the rating of public and pri- 
vate tuberculosis sanatoria in Illinois, there has 
been issued by the Division of Tuberculosis of the 
State Department of Public Health a complete 
directory of these institutions, giving in addition 
to the ordinary information considerable data in 
regard to nursing service and medical supervision. 


HEALTH PROMOTION WEEK 


Health Promotion Week, the observance of 
which has been designated by a joint resolution of 
the Illinois senate and house of representatives 
for the period from May 9-15, will be the occasion 
for a large number of community health demon- 
strations in Illinois this year. The centennial 
birthday of Florence Nightingale which will be 
observed by nursing organizations throughout the 
world, falls on May 12th, the Wednesday of 
Health Promotion Week in Illinois. On this ac- 
count it has been suggested that the public health 
and community nurses of the State make Wednes- 
day of Health Promotion Week a day of special 
demonstration, and that civic and social organiza- 
tions shall on that day hold meetings for the 
purpose of urging the importance of nursing serv- 
ice in the protection of the health of the people. 


LABORATORY SERVICE OF THE STATE DE- 
PARTMENT OF PUBLIC HEALTH 

The Division of Diagnostic Laboratories of the 
State Department of Public Health has issued an 
outline showing the service rendered without cost 
for health officers and other public officials, and 
for physicians resident of Illinois. The schedule 
includes the following items: 


SERIOLOGY : 
1. Complement fixation test in syphilis (Was- 
sermann test). 
2. Complement fixation test in gonorrhea. 
3. Complement fixation test in tuberculosis. 
4. Agglutination test in typhoid fever; 
(a) Microscopic (Widal test). 
(b) Macroscopic. 
5. Pneumococcus typing. 


BACTERIOLOGY : 
1. Sputum for tubercle bacilli. 
2. Pus smears for gonococci. 
3. Smears for Vincent’s angina. 
4. Swabs for diphtheria bacillus. 


Feces for typhoid bacillus. 

Feces for dysentery bacillus. 

Urine for typhoid bacillus. 

Blood for culture. 

Pus for culture (autogenous vaccine). 

Sputum for culture. 

Spinal fluid for culture. 

Miscellaneous materials for 
milk, food and exudates. 


culture, a 


PATHOLOGY : 


Dogs’ heads for rabbies. 
Blood smears for differential count. 
Urine for routine analysis. 
Spinal fluid for cell count and globulin tes: 
Feces examination for: 

(a) blood. 

(b) gall stones. 

(c) bile. 


HISTOLOGY : 
1. Tissue for section and microscopical exa: 
ination. 

(Facilities are not available for t! 
work as a matter of routine at the pr: 
ent time, but preparations are bei 
made so that it can be done in the nm 
future.) 


CHEMISTRY: 


1. Milk for fat test (Babcock test). 

2. Urine for chemical analysis. 

3. Spinal fluid for Lange’s colloidal gold t: 
4. Gastric contents for acidity. 


PARASITOLOGY : 


1. Blood smears for malaria parasites. 
2. Feces for parasites: 

(a) Hookworm. 

(b) Tapeworm. 
3. Smears for Treponema pallidum. 


ENTOMOLOGY: (As related to public health only.) 


1. Lice. 
2. Fleas. 

3. Ticks. 

4. Mosquitoes. 
5. Flies. 


EPIDEMIOLOGY : 


The Division has a field laboratory wh 
can be sent on short notice to localities 
provided with laboratory facilities for 
study and control of epidemics of diphthe 
meningitis and the like. 

The foregoing procedures are carried out o: 
at the Central Laboratory at Springfield, the f 
branch laboratories located at. Urbana, Moll 
Chicago, Galesburg and Mt. Vernon, confini 
themselves exclusively to the diagnosis of dip! 
theria. Mailing cases containing sterile contai 
ers can be obtained at any of the 350 agencies [{: 
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the Department of Public Health located through- 
out the State. 





Correspondence 


SHEPARDSON’S POWER CURTAILED 


By OPINION oF ATTORNEY GENERAL INTERPRET- 
ING New Norses Act 


(Copy) . 

File 10089. 

NURSES: Act of 1919; 

Approval of Schools 

for Nursing; Civil 

Administration Code. 

Hon. Francis W. Shepardson, 

Director, Department of Registration 
and Education, 

Springfield, Illinois. 


March 22, 1920. 


Dear Sir: 

Your letter of March 8 transmits to me a 
protest addressed to the Director of the Depart- 
ment of Registration and Education by Dr. M. L. 
Harris, on behalf of the Illinois Hospital Associa- 
tion, the Chicago Medical Society, the Illinois 
Medical Society and the Commissioner of Health 
of the City of Chicago, setting forth objections to 
the administration of the Illinois Nursing Act 
by said department. This protest, dated Febru- 
ary 24, 1920, consists of a preliminary interpreta- 
tion of said act by the protestants and a specific 
statement of the grounds of protest, which are 
hereinafter set out. You also furnish me with a 
copy of Bulletin No. 4 of your department, con- 
taining general rules and regulations in relation 
to the administration of said act, including rules 
adopted for accrediting schools for nurses. 

You request my opinion as to the powers of 
said department under the provisions of the Illi- 
nois Nursing Act in connection with the Civil 
Administrative Code. In endeavoring to comply 
vith your request the following opinion is con- 
fined to the powers of the department directly 
involved in said specific grounds of protest. In 
the examination of this question, and in what 
is hereinafter said, I do not wish to be under- 
stood as expressing or intimating any opinion on 
the wisdom of the legislation involved. My dutv 
in the premises is solely that of ascertaining the 
meaning of the statute as it is written under 
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settled rules of statutory interpretation. The 
said specific grounds of protest are as follows: 


1. Because the said Department, without authority 
of law, has assumed to establish rules to regulate 
hospitals and training schools for nurses conducted 
in connection therewith. 

Without waiving said Point 1, protest is made spe- 
cifically against the following acts of the said De- 
partment. 

2. Because the said Department has, in Bulletin No. 
4, in paragraph 3, upon page 5, asserted and adver- 
tised the fact that it is within its powers under the 
law to adopt rules providing for and establishing a 
uniform and reasonable standard of maintenance, in- 
struction and training to be observed by all schools 
for nurses which are to be deemed reputable and 
in good standing and to determine the reputability 
and good standing of such schools. 

There is no such provision in the present Nursing 
Act of the State of Illinois, and these protestants 
request that said bulletin be withdrawn and they in- 
sist that the said Department shall cease to repre- 
sent that any such law is in effect or to undertake 
to exercise any powers thereunder. 

3. Because the said Department has adopted and 
is continuing the practice of addressing all commu- 
nications relative to hospitals or training schools 
connected therewith, to the superintendents of the 
training schools, respectively, instead of to the offi- 
cers or directors of such hospitals. 

4. Because the rules for accrediting schools for 
nurses contain requirements as to daily average of 
patients in hospitals with which such schools are 
connected, and in regard to equipment and as to the 
faculties, superintendents, supervisors and staff, which 
are not within the power of the said Department to 
require. 

5. Because the Department has made requirements 
for admission to such schools for nurses which are 
not within the power of the Department. 

6. Because the Department has established or at- 
tempted to establish a curriculum for training schools. 
Objection is made to this— 

(a) Because it is not within the power of the De- 
partment to require that such curriculum shall be 
observed by training schools. 

(b) Because the curriculum prescribed nullifies the 
provisions of the present Illinois Nursing Act pro- 
viding for a two years’ course, it being impossible 
to give such curriculum within the limits of two 
years. 

These protestants ask that in the particulars above 
referred to the Department of Registration and Edu- 
cation shall take such steps as may be necessary to 
abolish the rules, regulations and requirements above 
complained of. 


Section 1 of the Ilinois Nursing Act, passed 
in 1919, is as follows: 


It is unlawful for any person to practice, or attempt 





364 . ILLINOIS MEDICAL JOURNAL 


to practice, nursing as a registered nurse without a 
certificate of registration as a registered nurse, issued 
by the Department of Registration and Education, 
pursuant to the provisions of an act entitled “An 
Act in relation to the civil administration of the 
state government, and to repeal certain acts therein 
named,” approved March 7, 1917; in force July 1, 
1917. 

It is therefore necessary to consider certain of 
the provisions of the Civil Administrative Code. 
Section 60 of the said Code provides that 

The Department of Registration and Education 
shall, wherever the several laws regulating profes- 
sions, trades and occupations which are devolved 
upon the Department of Administration so require, 
exercise, in its name, but subject to the provisions 
of this act, the following powers: 

These “following powers” are seven in num- 
ber, described in as many paragraphs. The only 
powers which are disputed by the protest afore- 
said are those described in paragraphs 4 and 5 
of said sections, as follows: 

4. Adopt rules providing for and establishing a 
uniform and reasonable standard of maintenance, 
instruction and training to be observed by all schools 
for nurses which are to be deemed reputable and in 
good standing and to determine the reputability and 
good standing of such schools for nurses by refer- 
ence to compliance *with such rules and regulations. 


5. Establish a standard of preliminary education 
deemed requisite to admission to a school, college or 
university, and to require specific proof of the en- 
forcement of such standard by schools, colleges and 
universities. 

The exercise of the said fourth power was re- 
quired by section 3 of the act of 1913, providing 
for the registration of nurses, which was in force 
at the time the Civil Administrative Code was 
enacted. That act was specifically repealed by 
section 14 of the Illinois Nursing Act, approved 
June 19, 1919. Therefore the question arises 
whether the present act contains such require- 
ment. The Nursing Act of 1919 does make cer- 
tain requirements of said department, in refer- 
ence to holding examinations of applications for 
certificates of registration as nurses, issuing cer- 
tificates of registration, renewal and revocation 
thereof. It also invests the department with the 
duty of approving, on inspection, schools for 
nursing. The department is also invested with 
the power and duty of approving high schools and 
secondary schools in relation to the preliminary 
educational requirements of applicants for 
registration. 

Nowhere in the act of 1919 is the department 
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required or authorized to make or adopt rules es- 
tablishing a standard by which schools for nurses 
or schools of preliminary education are to be 
approved or disapproved. Section 10 of this 
act provides that said department “may adopt 
reasonable rules and regulations relating to the 
enforcement of the provisions of this act.” One 
of such provisions is that no one is eligible to 
registration as a nurse who has not “completed 
a course of at least twenty-four months of study 
in a school of nursing inspected and approved” 
by the said department. Does the approval by 
inspection of schools for nurses authorize the 
department to prescribe the number and quali- 
fications of the teachers, superintendents, super- 
visors or staff of such school or the daily averag: 
of patients in the hospital with which such 
schools are connected, or the living and working 
conditions of its nurses and students? I think 
not. All that the enforcement of this provisio: 
requires is that the efficiency of the school shal 
be determined, not by reference to complianc 
with certain conditions composing a standari 
but by inspection of the work of the school to 
ascertain the character and amount of the in- 
struction and training afforded by the school. 1 
is the intent of this provision that the school | 
approved or disapproved by reference to its e! 
ficiency and not by reference to certain requir 

ments as to the organization, equipment and edu 
cational qualifications or degrees of the profes 
sors, assistants or other employes constituting t! 
teaching or training force of the school. Sectio 

3 of the act of 1913 did require that the Board o! 
Nurse Examiners should adopt rules establishin: 
a standard of maintenance, instruction and train 
ing for approved or accredited schools for nurs: 

and for inspecting such schools, and also thai 
eligibility to be listed as approved or accredit: 

schools should be determined by reference to suc 

standard. The present act omits these requir 

ments and that omission may fairly he regarde 
as significant of the legislative intent to dis- 
pense with such conditions in determinin: 
whether schools for nurses shall be entitled t 

approval by the said department. 

Laws regulating trades, professions and occu 
pations are an exercise of the police power © 
the state.. Such laws are ‘invalid unless reason 
ably necessary for the promotion of the health. 
comfort, safety and welfare of society. The li! 
erty and the property rights of the citizens ca! 
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be interfered with or taken away only to the ex- 
tent that these elements of the well-being of 

. society require. It is by no means clear that such 
well-being renders it reasonably necessary to 
determine the efficiency of schools for nurses in 
the way or manner provided by section 3 of the 
act of 1913; nor is it clear that the true intent 
of that section authorizes the construction of a 
standard of approval from the elements of or- 
ganization, management and operation of such 
schools, including hospitals with which they are 
connected, as are combined in the standard pro- 
mulgated in said Bulletin No. 4. Whatever the 
court might hold on this question, the General 
Assembly, after six years’ experience with the re- 
quirements of said section 3, omitted them from 
the act of 1919. It may be that the General As- 
sembly considered that the practical operation of 
the Nurses Act of 1913, and particularly section 
3 thereof, placed such schools and their related 
hospitals too much under the control of the pro- 
fession of registered nurses and at least afforded 
the opportunity to develop and manage such 
schools in the interests of that profession rather 
than in the interests of the public, which such 
rules are intended to promote. On that question 
I express no opinion. The differences between 
the act of 1913 and that of 1919 clearly indicate 
a marked change of policy in this respect in the 
matter of accrediting or approving schools for 
nurses, in that the duty and power in this respect 
is vested squarely and solely in the said depart- 
ment as the responsible and impartial agency 
created by the state and representing the inter- 
ests of the people as a whole, instead of dividing 
that duty and power with a committee of regis- 
tered nurses. This does not prevent the said 
department from availing itself of the advice and 
assistance of members of that highly important 
and honorable profession to the extent that the 
department may deem requisite to the perform- 
ance of its duties. Neither does it prevent the 
department from making use of such assistance 
from physicians and surgeons or from laymen 
whose advice and assistance the department may 
deem valuable in the administration of the Nurs- 
ing act. 

Instead of the provisions of section 3 of the act 
of 1913, the General Assembly has required merely 
that such schools be inspected and approved by 
the department aforesaid. This difference may 
express the belief of the legislative powers that 
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the former act encouraged, or at least permitted, 
a greater interference by the state with such 
schools and hospitals than the welfare of the 
public requires, and that such schools as could 
merit approval by inspection were just as likely 
to furnish efficient nurses to meet the demands 
of the medical profession and the needs of the 
public, as those whose efficiency was determined 
by comparison with a standard constructed and 
adopted under the provisions of the act of 1913. 
Whether such was the belief of the General As- 
sembly is a matter of conjecture, but when the 
difference of the two acts is considered I think it 
plain from the language of the act of 1919 that 
the legislative intent was to relieve nursing 
schools from the necessity of complying with the 
requirements of such fixed standard as the prac- 
tical operation of section 3 in the former act im- 
posed, and to entitle such school to approval if, 
on a fair inspection by the said department, it 
was found on the whole efficient in preparing its 
students to practice the profession of a registered 
nurse. 

It may be contended that the power to approve 
necessarily involves a standard or rule by which 
the approval is to be governed. The standard is 
the efficiency of the school in affording to its stu- 
dents adequate preparation to enter upon the 
practice of their profession, not the compliance 
by the schools with a set of requirements as to 
organization, teaching or training forces, living 
conditions of students and daily average of pa- 
tients in the hospital. The thing to be deter- 
mined in approving the school is its efficiency, 
and that is to be determined by inspection of the 
school. The department is to make the inspec- 
tion and the department is the judge of the ef- 
ficiency of the school. If, in the judgment of the 
department after such inspection, the school is 
efficient, that is all that the law requires to en- 
title the school to approval. But that much the 
law does certainly require. The right of the 
school to approval depends upon its efficiency as 
determined by the test of a careful, thorough and 
intelligent inspection by impartial and competent 
officers or agents of the department aforesaid. It 
is evident that such a test may be more severe 
than that prescribed by the act of 1913. 

I find nothing in the act of 1919 which au- 
thorizes the said department to prescribe the edu- 
cational requirements for admission to a school 
for nursing. Clause C, section 2 of this act re- 
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quires that the applicant for registration must 
have completed a one year’s course of training in 
a high school or secondary school approved by 
the said department, or an equivalent course of 
study as determined by examination conducted 
by said department. The statute makes this a 
requirement for registration, not a requirement 
Ordinarily 
and perhaps for practical necessity such course of 
study would be completed before entering upon 
the course of study of a school for nurses, but 
the statute does not so require. 


for admission to a school for nurses. 


The reason assigned for an educational re- 
quirement for admission to a professional or 
technical school is that such educational quali- 
fications are necessary to enable its students to 
intelligently study the subjects taught in any 
such schools. If a school for nurses admits 
students not educationally prepared to pursue the 
course of study there required, it is reasonably 
clear that such a school cannot do efficient work. 
So, while the statute does not impose an educa- 
tional requirement for admission to such schools, 
the nature of the work itself does accomplish the 
same thing. If a school does not require the 
necessary preliminary qualifications, the ineffi- 
ciency of the school will be shown by inspection 
and the school will not deserve approval. 


It is therefore my opinion that the department 
aforesaid has no power to exercise, in relation to 
schools for nurses and hospitals connected there- 
with, the powers described in paragraphs 4 and 5 
of section 60 of the Civil Administrative Code, 


and that the special grounds of protest of the 
Illinois Hospital Association are well founded in 
law except as to paragraph 3 thereof. The law 
does not prescribe the manner of addressing com- 
munications of schools for nursing. If such 
communications are intended to affect the pro- 
prietors of such schools with notice, they should 
be addressed to such persons or to their proper 
agents. Otherwise I think the department is 
free to determine its own practice in this respect. 

In the foregoing opinion I have considered 
merely questions of law. If the act of 1919 as 
herein interpreted works inconvenience in mat- 
ters pertaining to the registration of nurses, the 
remedy is not with the Attorney General but 
rests with the General Assembly. 


Very truly yours, 
ATTORNEY GENERAL. 
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TWO MILLION ENDOWMENT TO MAKE NEW 
YORK THE MEDICAL CENTER OF 
THE WORLD 


The New York Association for Medical Educa- 
tion, organized last August to develop New York's 
opportunity to become the medical center of the 
world, has indorsed the campaign of Post Graduate 
Medical School and Hospital for a $2,000,000 Endow- 
ment Fund as “worthy of support because it is an 
important step toward providing a very necessary 
training for graduate physicians.” 

The board of directors, on which every medical 
school in the city is represented, has given official 
approval to the endowment campaign. 

“America must meet the enormous demands of the 
physician for training that will keep him abreast of 
the progress of medical science,” said Dr. Wendell C. 
Phillips, president of the association yesterday. “Post 
Graduate is the oldest institution for post graduate 
medical training in the nation. It is an excellent 
position to do a great work. But if this work is to 
be done it must have funds. 

“Berlin and Vienna have fallen as centers of med- 
ical education, but even if they had not, New York's 
opportunity would be huge for nowhere else is to be 
found the wealth of clinical material that this city 
holds. 

“Medical schools and hospitals in New York—and 
conspicuously Post Graduate—are bending ever; 
nerve to provide the training rendered abroad. li 
they succeed, the 3,000 to 5,000 physicians who went 
abroad in the years before the war will come to New 
York. It will mean a saving of time and money 
for those trips abroad consumed time and were ex- 
pensive. 

“Institutions to provide this sort of training must 
be provided at home. We have the instructors, for 
American physicians and surgeons rank high in the 
medical world. We must teach our young physicians 
what they should know and we must give the older 
ones a chance to learn the new things that medical 
science is constantly developing.” 

The endowment fund now has reached $545,000 
according to an announcement yesterday by Dr. James 
F. McKernon. The campaign workers hope to reach 
the million mark the coming” week. 





A HOME FOR OLD AND DISABLED 
PHYSICIANS. 


The family physician, like the family horse, hav- 
ing carried the family burdens, the one on his mind 
and in his heart, the other on his back or by his 
muscle, through the best years of his life, is not 
always made the object of solicitude and care 
when the days of burden-bearing are nearing an 
end. This was true in the “good old days,” when 
the “village doctor,” and the country “saddle- 
bags” played so important a part in the life of the 
community; it is none the less true in these days 
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of organized medical care and public health serv- 
ive, of “scientific philanthropy” and welfare socie- 
ties. 

It has long been the accepted belief that physi- 
cians, as a class, are not specially adept at money 
making and money saving. Even the high-priced 
specialists of the larger cities, with few exceptions, 
have given the public little cause, by virtue of 
their large holdings or keen investments, to change 
this estimate of the business acumen of the med- 
cal profession. And yet, strange as it may seem, 
little thought has been given the how and where 
»f the doctor’s livelihood in the latter years of 
uis life, when he can no longer respond to the 
urgent and strenuous demands of the sick room 
1 operating amphitheater. It is possible, there- 
fore, to look about and to see or to learn of many 
1 physician who is eking out a threadbare exist- 
ence after having served his part of the community 
long and well. 

Now, however, there is promise of better things 
for physicians who, through age or infirmity, are 
o longer capable of taking their accustomed place 
n the welfare of the community. Dr. Wolff 
Freudenthal of New York City has conceived the 
dea of a home for just such doctors. A com- 
mittee has been formed to raise funds, a charter 
has been granted by the New York Legislature, 
ind the nation-wide movement is fairly underway, 
Dr. Robert T. Morris, of 616 Madison Avenue, is 
resident of the corporation, and Dr. Albert G. 
Weed, of 152 West 57th Street, is treasurer. It 
s to be hoped that doctors who are still active 
nd the public at large will respond to this worthy 
appeal. The plans as outlined make provision for 
‘he wives of physicians. No mention is made of 
vomen physicians, but it is assumed that they are 
neluded in this praiseworthy undertaking.—Med- 
‘al Record. 





Society Proceedings 


ADAMS COUNTY 
The February meeting was very well attended, con- 
idering “flu” conditions, etc. Two new members 
ere admitted—Drs. Knox and Swanberg. At the 
lose of the business session Dr. Harold Swanberg, 
yentgenologist, gave a talk, illustrated by numerous 
intern slides, on “The Anatomy and Pathology of 
ve Cervical Spine.” The slides were illustrative of 
ses which occurred during the recent war. We 
vere very grateful to Dr. Swanberg for giving us the 
ivantage of his experience, and_ trust he will favor 
s again in the near future. In addition to the lan- 
‘ern slides, plates were exhibited. »* 
Before the meeting adjourned the secretary brought 
p for discussion the amount of the dues for this 
‘ear. By a motion, which was duly seconded and 
irried, the dues will remain the same as last year— 
‘ix dollars. 


SOCIETY PROCEEDINGS 


March Meeting 


Held at Elks’ clubrooms, Monday, March 8, 1920. 
Meeting called to order by President Stevenson. 
The following matters were discussed: 


1. Quincy’s Public Health Association. Society con- 
tributed $5 toward the same. 

2. Standardization of hospitals. Secretary was in- 
structed to communicate with superintendents of 
local hospitals, urging them to conform to minimum 
requirements for standardization and informing them 
that Adams County Medical Society had gone on 
record as favoring said requirements. 

3. The society appropriated $25 for membership in 
Chamber of Commerce. 

4. Scientific program. Paper, “Leukocytosis from 
Clinical Viewpoints,” Dr. Ralph McReynolds—a thor- 
oughly scientific paper, requiring time, careful consid- 
eration, experience and training. 

April Meeting 

Was held at the Chamber of Commerce on Monday, 
April 12, at 8:30 P.M. 

After business transactions were over we had a 
Symposium on Empyema: 

1. Etology—Dr. Charles E. Ericson. 

2. Pathology—Dr. J. A. Koch. 

3. Symptoms and Diagnosis—Dr. W. W. Williams. 

4. Roentgen Findings—Dr. Harold Swanberg. 

5. Treatment—Dr. Kirk Shawgo. 

After the subject had been thoroughly atscussed 
we adjourned. 

Elizabeth B. Ball, Secretary 


COOK COUNTY 
CHICAGO MEDICAL SOCIETY 
Regular Meeting, April 7, 1020 
. Headaches, with Special Reference to Those of 
Nasal Origin Robert Sonnenschein 
Discussion ....... Msaauehabaaesase Sidney Kuh 
. The Plastics of the Biliary System 
Weller VanHook 
3. Some Proven Methods in the Operative Treat- 
ment of Fractures. [Illustrated by Moving 
Pictures and Lantern Slides from Original 


Paul B. Magnuson 
General Discussion. 


Joint Meeting Chicago Medical and Chicago 
Urological Societies, April 14, 1920 


Irvin S. Koll 

. Vasotomy—A Lantern Slide Demonstration of 
Technique.Robt. H. Herbst and Alvin thompson 

. Streptococcus Infection in Urology 

Louis E. Schmidt 


. Urinary Calculi 
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Regular Meeting, April 21, 1920 


. A General Survey of Prostatics Before and After 
Prostatectomy Ed. Wm. White 
. The Present Status of Gastro-Intestinal Neuro- 
J. C. Friedman 
General Discussion. 
3. Andrews Operation for Inguinal Hernia with 
Report of Cases Axel Werelius 
Discussion ‘ 
E. Wyllys Andrews, A. J. Ochsner, D. Eisendrath 





CHICAGO OPHTHALMOLOGICAL SOCIETY 
Meeting of Oct. 13, 1919—Continued. 


In looking up the literature he found that some 29 cases 
had been reported in the last 75 or 100 years. Several foreign 
confreres had reported cases, notably von Graefe, Mueller, and 
other well known ophthalmologists. One case was reported in 
which 13 cilia were removed. This seemed improbable. Just 
why five eyelashes got in the anterior chamber in the author’s 
case seemed strange enough, considering that the piece of 
wire probably was less than one-eighth of an inch in diameter, 
and the end of the wire made the punctured wound and carried 
the five eyelashes through the small opening into the anterior 
chamber. During the first two weeks blood in the anterior 
chamber prevented the making of a diagnosis, but as the 
blood began to absorb the dark lines were seen. A month 
afterwards he felt certain, with the aid of a magnifying glass, 
that the black lines were eyelashes. The eye was irritable, 
with considerable lachrymation and photophobia, and sympa- 
thetic disturbance being feared the patient was urged to 
submit to an operation. However, the patient refused opera- 
tion pending the settlement of a controversy with an insur- 
ance company and the brewing company employing him, as to 
liability. In Indiana, employes receive compensation in cases 
of injury for only thirty days. The thirty day period had 
passed and the insurance company denied further responsibility 
and there the matter hung for some weeks. Finally, they 
decided to pay the man for the time he was off, an operation 
was performed, and the five eyelashes were removed one by 
one. A foreign body lying on the anterior capsule of the 
lens will interfere more or less with the nutrition of the 
lens, and in consequence there was cloudiness as a result of 
the irritation. This cloudiness apparently has not increased, 
as the patient’s vision remains about the same. 


Concerning the cases of iridodialysis, Dr. Bulson said that 
the corneal incision was made with a small, acute, angled 
keratome. In the first two cases the incision was made with 
th: ordinary cataract knife, but in those cases the incision was 
too large. In t&#e first case too large an incision was made 
because it was necessary to withdraw the bridge of iris in 
order to fix it. The stitch was carried through the con- 
junctiva, through the iris, and out through the conjunctiva, to 
anchor the iris, but as might be expected that drew the iris 
out and distorted the pupil greatly. It did pull the bridge of 
iris out away from the visual center, and in that respect the 
operation was satisfactory. 


In the second case the incision was made with the ordinary 
cataract knife, and again he thought the incision was too 
large. The iris slipped back. After the eye had quieted 
down another attempt was made to correct the iridodialysis 
and at that time the incision was made smaller and the bridge 
of iris fixed in the wound where presumably it remained, 
though the patient was soon lost to view. 

In the last case a very small opening was made with a sharp 
pointed keratome. The object should be to make the opening 
just as small as can be made in order to pass the closed iris 
forceps through and get hold of the bridge of iris. The torn 
edge was pulled down slowly up into the wound, and the 
knuckle of iris was quite sufficient to block the wound where 
it remained. The pupil was distorted slightly, but as previous 
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- to the operation the iris was lying over the visual cegter a: 


interfering with the vision as well as disturbing the cosm: 
effect, but the result of the operation was satisfactory to t 
patient as well as to the speaker. The author said entan,g 
ment of the iris was usually feared in a wound and yet 
happened not infrequently aud many times with no result 
harm as every operator of experience could testify. 


The operation as performed is mentioned in some of ¢ 
textbooks, as being a risky procedure. He was merely re; 
ing this with the idea of eliciting some discussion. In t 
cases there was no bad result, and in the case Dr. Wood 
ported, he did not consider it a very risky procedure. 


Up to the present time, outside of a decided discolora 
of the iris in that portion which had been detached fron 
attachment, there had been no marked evidence of 
atrophy. The patient’s eye was now free from irritation 
she had fairly good vision. 


UNILATERAL PROPTOSIS. 


Dr. Michael Goldenburg reported the following t 
cases: 


Case 1. The first case that he was desirous of « 
ing attention to was for the purpose not only of | 
senting an interesting lesion, but in the hope that 
would be favored with a critical discussion, both f: 
the standpoint of the possible etiology and the ma: 
of handling the condition. 


The young man, who was good: enough to come | 
this evening, is a private patient. He first came w 
the speaker’s observation September 15, 1919, \ 


the following history: 


He is 26 years of age, married 3 years, has 
child. He has been wearing glasses for the past 
years. Vision had always been about the sam: 
both eyes. However, there has always been a s! 
difference in the size of his eyes as evidenced by 
photographs of 3 and 6 years of age. But he is 
that his vision in the right eye was good up to t! 
years ago, when it gradually started to fail. 


His personal and family history is very good. 


Upon examination the right eye was found t 
markedly proptosed. Eyelids, conjunctiva, cornea 


anterior chamber negative. Pupillary reaction to ! 
and accommodation good. Tension normal; vi 
15/200 with difficulty. Left eye negative it 
respects and vision 15/15. 


(To be continued.) 


MADISON COUNTY 


The Madison County Medical Society met in 
Masonic Temple at Collinsville on Friday, Marc 
1920, Dr. F. O. Johnson presiding. 

Dr. J. L. Wiggins of East St. Louis was introd 
and read a very instructive paper on “Service I! 
nia.” He endorsed the opinion that hernia wa 
disease and not an accident. He greatly fav 
the growing contention that there is such a thing 
traumatic hernia and that all hernias were eit 
congenital or that the afflicted patient had a conge’ 
tal tendency to hernia. He asserted that no amouw: 
of force could produce a hernia. A very free ¢ 
cussion followed, which was highly interesting 
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Dr. D. W. Young of East St. Louis followed, with 
an unusual address on the “Utilization of X-Ray in 
He emphasized that the value of this 
means of diagnosis depended upon the correct method 
of making the plate, and also upon the ability to read 


Diagnosis.” 


the plate correctly. He laid great stress upon the 
fact of being well grounded in anatomy as an abso- 
lute necessity in properly interpreting X-Ray findings. 
A vote of thanks was tendered to both speakers. 
Much routine business was attended to, including 
the appointment of a 
which reported at the meeting of April 2 as follows: 


committee on resolutions, 


Resolutions Adopted by the Madison County 
Medical Society, April 2, 1920 
Wuereas, Dr. H. R. Lemen met with a sudden 
and violent death; and 
Wuereas, Dr. H. R. 


soldier of three wars, serving both as a private and 


Lemen was a patriot and a 


as a commissioned officer, and was a distinguished 
physician and surgeon, a kind, loving husband, father 
and friend, and inspired the love and friendship of 
all with whom he was associated; and 
Wuereas, As a medical colleague and member of 
the Madison County Medical Society he was held in 
the highest esteem by this society, and we feel his 
untimely death a great and irreparable loss to the 
medical profession, his family and friends; therefore 
be it 
Resolved, That the Madison County Medical Soci- 
ety tenders to his children, relatives and 
friends its warmest sympathy and condolence in this 
their greatest bereavement, the loss of his 
support and friendship; and be it further 
Resolved, That it is our prayer that a kind Provi- 
dence will soften their grief and grant to his soul 
eternal rest and peace; and be it further 
Resolved, That of these resolutions be 
spread upon our records, a copy sent to his family 
and published in the Maprson County Doctor, Tui 
Intinors Mepicat Journat, The Journal A. M. A. 
and in the Alton daily papers. 
W. H. C. Smith, 
G. Taphorn, 
WwW. W. 


widow, 


love, 


a copy 


Halliburton, 
Committee. 


ST. CLAIR COUNTY 

The St. Clair County Medical Society met in regu- 
lar session in Chamber of Commerce rooms, Murphy 
Building, East St. Louis, April 1, 1920, at 8 P. M., 
with thirty-two members and five guests present. 

A communication was read by the secretary from 
Dr. J. W. VanDerslice, president of the Illinois State 
Medical Society, calling attention of the members to 
Proposal “300,” which is before the 
Convention. After a brief discussion of this com- 
munication by the members, Dr. C. W. Lillie 
sented the following resolution, which was unani- 
mously adopted : 


Constitutional 


pre- 
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The 
in session; and 
Wuereas, The interests of the public demand that 
all persons engaged in the practice of the healing 
with all 


WHEREAS, Constitutional Convention is now 


art should be qualified equally others en- 
gaged in like service; therefore be it 

Resolved, That the St. Clair County Medical So- 
ciety heartily approves the Proposal “300” and urges 
its adoption as a part of the new Constitution of the 
State of Illinois, thus assuring to its citizens the full 
measure of protection from ignorant pretenders and 
other unscrupulous quacks who now upon the 
afflicted 
them from sharks, 


Dr. W. F. 


for the evening. 


prey 
whose general knowledge will not protect 
Coughlin was presented as the essayist 
Dr. Coughlin presented a series of 
lantern slides depicting injuries of the face and cleft 
palate. The presentation was highly entertaining and 
instructive. In some of the destruction 
of the tissues of the face was apparently so exten- 
that they 
slides showed the injury 


slides the 


sive seemed irreparable, but subsequent 


repaired, with only minor 
cicatrices remaining, attesting the skill and mechan- 
ical ingenuity of Dr. Coughlin. 

No further business 


appearing, the society ad- 


journed. 


Walter Wilhelmj, Secretary. 


Book Notices 


We pubish full lists of books received, but we feel 
under no obligation to review them all; however, so 
far as space permits, we will review those in which we 
think our readers are likely to be interested. 
PuysicaL DiIAGNosis. 
By John C. DaCosta, Jr., M.D., Ex-Associate Profes- 
sor of Medicine, Jefferson Medical College, Phila- 
delphia. Fourth Edition. Thoroughly revised. Octavo 
Phil- 
B. Saunders , Company, 


PRINCIPLES AND PRACTICE OF 


of 602 pages with 225 original illustrations. 
adelphia and London: W. 
1919. Cloth $4.75 net. 
This is a recognized standard text book. In this 
work the old text has been revised and brought up 
to date. Much been added. The 
chapters deal chiefly with gas edema, gas pneumonia, 
influenza pneumonia, hilum tuberculosis, the func- 
tional capacity of the heart, aviators’ heart and sino- 
auricular heart block. The 


cecum 


new matter has 


and 
with in 


relation 
dealt 


clinical 


physical signs of mobile are 


detail. 

Tue TREATMENT OF SYPHILIS, 
tel, A. M., M.D. 160 pages. 
& Company, 1920. 


By H. Sheridan Bake- 
New York. MacMillan 
Price $2.50, 

This work is intended for the general practitioner 
who has not heretofore employed the intravenous 
method of injection or 
therewith is limited. 


those whose acquaintance 


To be successful in the treat- 
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ment of syphilis, the physician must be the master of 

intravenous medications, for resultful treatment of 
lues is dependent to a very great extent on the ad- 
ministration of arsphenamine or neoarsphensmine. 
The author goes into great detail as to the descrip- 
tion and technique of the operation. In this respect 
the work fills a long-felt want for it is in this respect 
that so many physicians are lacking as to the wheres 
and hows of the intravenous medication. The book 
is worth the money asked for it. 


Tne Diseases oF INFANTS AND CHILDREN. By J. P. 
Crozer Griffith, M.D., Ph. D., Professor of Pedia- 
trics in the University of Pennsylvania. Two octavo 
volumes totaling 1,542 pages with 436 illustrations, 
including 20 plates in colors. Philadelphia and 
London: W. B. Saunders Company, 1919. Cloth, 
$16.00 net. 


This is a very exhaustive work in two volumes, 
Volume I dealing with general subjects, hygiene, 
feeding and diet, new born, infectious diseases, gen- 
eral and nutritional diseases, digestive system; Vol- 
ume II dealing with diseases of the respiratory, 
circulatory, genito-urinary, nervous, muscle, bone, 
joints, blood, spleen, lymph, ductless glands, and 
internal secretions, skin, eye and ear. The work is 
complete in every detail and falls only a little short 
of being an encyclopedia on the subject of diseases 
of infants and children. The author has included 
in this work such subjects in surgery and special 
branches with the recognition of which physicians 
treating the disease of children should be more or 
less familiar. This work should be in the library of 
every physician who makes any pretense to treat the 
diseases of infancy and childhood. 


OrTHOPEDIC AND RECONSTRUCTION SURGERY, INDUSTRIAL 
AND Civitan. By Fred H. Albee, M. D., F.A., C.S., 
Professor and Director of Department of Ortho- 
pedic Surgery at the New York Post-Graduate 
Medical School and at the University of Vermont. 
Octavo volume of 1138 pages with 804 illustrations. 
Philadelphia and London: W. B. Saunders Com- 
pany, 1919. Cloth, $11.00 net. 


This work aims to assemble and bring to the atten- 
tion of the profession in a practical manner those 
surgical procedures which have contributed so largely 
to the reclamation of the cripple and to the rehabil- 
itation of the physically incompetent, and in addition 
it includes subject matter usually classified as ortho- 
pedic surgery and the consideration of a large num- 
ber of conditions originating either in the various 
present day industrial organizations or in the great 
war. It takes up not only the orthopedics of the 
child, but of the adult as-well. Besides including all 
the surgery of the limbs, joints, tendons, muscles, 
ligaments and facia, it contains a great mass of 
organized information relative to bone grafting, its 
advantages, use, technic end-results, etc. This work 
will prove very valuable to general and orthopedic 
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surgeons and those engaged in industrial and acci- 
dent work. 





Personals 


Dr. Alfred de Roulet announces the removal 
of his office to 7 West Madison Street, Chicago. 


Dr. G. H. Withers announces a change of of- 
fices to 30 N. Michigan Avenue, Chicago. Prac- 
tice limited to children. 


Dr. Elmer S. Allen, Arcola, who was operate! 
on several weeks ago at the Union Hospital, Terre 
Haute, for the removal of gallstones, has re 
covered and returned home. 


Dr. Ira R. Willets was exonerated by a cor- 
oner’s jury, April 14, in the case of Blanch 
Warner who died April 1 at the German 
Deaconess Hospital from a supposed illegal op 
eration. 


A coroner’s jury on April 16 recommended tli. 
release of Dr. William James Mitchell, held i) 
custody in connection with the death of Mrs. 
Marie C. Hopkins. Dr. Mitchell was considere: 
entirely free from blame. 


Dr. Maurice L. Goodkind has received, throug! 
the Adjutant-General of the army, a citatio 
certificate of the Order of the University Paln 
of the grade officer of the Academy—silver pal 
awarded by the French government Nov. 1s 
1919, for services as chief of the medical servic: 
of Base Hospital No. 53, Langres sur Marnm 
France. 


Dr. Gustavus M. Blech, who as lieutenant 
colonel, M. C., U. S. Army, commanded Ba: 
Hospital No. 208, near Bordeaux, the largest bas 
hospital in France, having a capacity of mor 
than 7,000 patients, has received through tl: 
Adjutant-General of the Army, a citation certifi 
cate of the Order of University Palms, with th 
grade of Officer de I’Instruction Publique—goli! 
palms, awarded to him by the French government 
for services rendered to French officers and thi: 
government at the University of Bordeaux. 





News Notes 


—The Radium Institute and Clinic of Quincy, 
Ills., has been organized with Dr. H. P. Beirne. 
councilor of the 6th district as medical director. 
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—The offices of Drs. A. B. Scott, Paul B. 
Kionka and L. A. Lighthart, Melrose Park, were 
destroyed in the tornado which struck that 
village, March 28. 

—St. Joseph’s Hospital of Elgin elected offi- 
cers for the year as follows: chief of staff, Dr. 
G. J. Schneider; vice-chief, Dr. J. F. Bell; sec- 
retary-treasurer, Dr. Sally Howell; member of 
executive board, Dr. H. H. Pillinger. 


_—The commissioner of health of Chicago and 
an alleged beauty expert of the 7'ribune have 
under way a contest in reducing the heavy 
weights. The commisioner made a hit with the 
fat girls while the other expert will try her skill 
on a bunch of Falstaffs that break the scales and 
“lard the green earth” as they roll along. This 
is one race where the more “laps” they lose the 
more fortunate they will be. The stock argu- 
ments of health and pulchritude anent reduction 
of the diet are strongly reenforced by current 
prices such as 30 cents a pound for sugar, po- 
tatoes at $6.00 the bushel, flour at $15.50 a 
barrel, etc. : 


—Dr. Myron E. Lane, at present a member of 
the staff of the Chicago Municipal Tuberculosis 
Hospital, has been appointed medical director 
and superintendent of the Jasper County Tu- 
berculosis Sanatorium, Webb City, Mo. 

—The organization of an Industrial Surgeons’ 
Association to be affiliated with the Chicago Med- 
ical Society is contemplated. Dr. George D. J. 
Griffin is temporary chairman, and Dr. Horace 
C. Lyman, temporary secretary of the new or- 
ganization. 

—The thirty-ninth meeting of the Robert Koch 
Society for the Study of Tuberculosis was held 
at the City Club, April 19, at 8 o’clock, when 
Dr. Lawrason Brown of the Trudeau Sana- 
torium, Saranac Lake, N. Y., read a paper on 
“The Diagnosis of Intestinal Tuberculosis.” 


—The John Crerar Library was closed May 1. 
It will be reopened as soon as the new building 
at the corner of Michigan Boulevard and Ran- 
dolph Street is ready for occupancy. At present 
this is expected to be by September 1. 


—The state of Illinois has begun work on the 
addition to the Alton State Hospital, to cost 
$500,000. The plans call for six cottages capable 
of housing 100 patients, in addition to a dining 
room and kitchen, and construction of two build- 
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ings to house tuberculosis patients, and the 
erection of a hospital building. 


—Drs. Henry S. Bennett, Joseph D. McKelvey, 
Chester C. Sloan and Prudens R. Sterck, Moline, 
and Arthur E. Williams, Rock Island, are said 
to have pleaded guilty, March 25, to charges of 
violating the city health law by failing to report 
births within the required five day limit, and to 
have been fined $10 and costs in the Moline police 
court. The fines were suspended, but the physi- 
cians were held for the costs in the case. 


—At its meeting, April 1, 1920, the Illinois 
Department of Registration and Education re- 
voked the licenses of Dr. George W. Alverson, 
formerly of Area, and Dr. Henri E. R. Altenloh 
of Chicago. The former is now serving a life 
sentence in the Joliet penitentiary and his license 
was revoked for gross unprofessional and dis- 
The license of Dr. Altenloh 
was revoked because of the use of alleged false 
and fraudulent statements in advertising matter 
hy which he attempted to obtain money and 
practice. 


honorable conduct. 


—The Surgeon General of the Army, October 
10, 1919, awarded to V. Mueller & Company, 

779 Ogden Ave., Chicago, a Certificate of Merit. 
The citation by the Surgeon General of the Army 
is as follows: 

For especially meritorious service in devoting their 
plants, equipment and personnel to the manufacture 
of surgical instruments and appliances for the use 
of the United States Government during a period 
of acute emergency. Due largely to their patriotism 
and efficiency, the requirements for surgical instru- 
ments and appliances were fully met and the health 
and lives of the sick and wounded were thereby 
conserved. 


—The day of the struggling young physician 
who worked for years on a scanty income while 
he built up a paying practice is past, providing 
national prohibition continues in force, according 
to Captain Hubert Howard, prohibition enforce- 


ment officer for Illinois. 

Instead of sacrificing the best years of his life 
to the struggle to make both ends meet, the young 
medical school graduate will now step into an 
assured income ranging anywhere from $100 to 
$500 a month. This is the roseate picture 
painted by Captain Howard. 

The present prohibition regulations limit 
physicians to 100 government prescription blanks 
for liquor per month. Chicago doctors are charg- 
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ing all the way from $1 to $5 for the blanks.— 
Exchange. 


Marriages 
McNEILL, Chicago, to 
R.N., of ‘Toronto, 


SAMUEL JOILNSTON 
Miss Edna FE. Hamilton, 


Canada, March 31. 


Henry Wittram ABELMANN to Miss Anabel 
Borg, both of Chicago, April 17. 





Deaths 


GrorcE SUMNER Provine, Blandinsville, Ili.; Uni- 
versity of Illinois, Chicago, 1906; a Fellow, A. M. A.; 


aged 37; died recently from appendicitis. i 


JoNATHAN FRANKLIN RicHarpson, Waukegan, III. ; 
Medical Department, University of Iowa, Keokuk, 
1864; aged 83; for many years a practitioner of 
Keota, Iowa; died March 18. 


Arcuiet B. Atcutson, Winnebago, Ill.; Hahnemann 
Medical College, Chicago, 1899; aged 49; died in Ir- 
vington, Ala., March 9, from heart disease following 
influenza. 

Samvuet Vincent Romic, Chicago; University of 
Michigan, Ann Arbor, 1872; aged 78; for many years 
a practitioner of Rockford and Winnebago, IIl.; died 
March 8. 


Henry B. Brown, Lincoln, Ill.; St. Louis Medical 


College, 1876; aged 68; local surgeon for the Chicago 
and Alton and Illinois Central systems, and surgeon 
to St. Clara’s Deaconess hospitals, Lincoln; died, 


March 18, from heart disease. 


Water Tuomas Hatt, Toulon, Ill.; Medical De- 
partment, University of Iowa, Keokuk, 1869; aged 79; 
once president of the Stark County Medical Society 
and president of the Board of Health of Toulon; 


died March 8. 


Tuomas STANLEY Crowe, Chicago; Illinois Medical 
College, Chicago, 1896; aged 51; a member of the 
Illinois State Medical Society; once physician of Cook 
County; Captain, M. R. C, U. S. Army, and dis- 
charged March 29, 1919; died, 
April 5, from cholelithiasis. 


also a pharmacist; 


Juan Bezer Beck, Chicago; College of Physicians 
and Surgeons, Chicago, 1904; aged 43; a member of 
the Illinois State Medical Society; assistant professor 
of dermatology in Loyola University; died in Mount 
Sinai Hospital, Chicago, March 25, from cerebral 
hemorrhage. 


Omar Aprian KELL, Salem, Ill.; Barnes Medical 
College, St. Louis, Mo., 1900; aged 48; several years 
resident neurologist of the Illinois State Hospital for 


the Insane at Kankakee; died, April 12, from septic 
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infection of the hand received when dressing a sur- 
gical case. 

WILLIAM TEEL Montcomery, Chicago and Evanston, 
Ill.; Rush Medical College, 1871; aged 76; a veteran 
of the Civil War; a specialist on diseases of the eye 
and ear; oculist to Presbyterian Hospital, and a 
trustee of the Illinois State Charitable Eye and Ear 
Infirmary; died in Evanston, March 25. 


Leonard St. Joun, Chicago; McGill University, 
Montreal, 1872; M. R. C. S. (Eng.), 1873; 
A. M. A.; aged 67; at one time professor of clinical 
surgery in the Chicago College of Medicine and Sur 
gery; for many years surgeon to St. Anthony’s Hos 
pital; one of the founders of the College of Physi 
died, April 2, from heart diseas« 


a Fellow 


cians and Surgeons; 


CuHarces Epwarp Wuiresipe, Moline, Ill.; Colleg 
of Physicians and Surgeons, Chicago, 1894; aged 50 
a member of the Illinois State Medical Society; onc 
alderman of Moline; lieutenant and assistant surgeon 
Illinois National Guard, and assigned to the Sixtl 
Infantry during the war with Spain; died in the 
North Chicago Hospital, Chicago, March 20, fron 
carcinoma of the lower jaw. 


ArtTHUR FRANK WiLuHeELmMy, Decatur, Ill.; Cincin 
nati College of Medicine and Surgery, 1896; a Fellow 
A. M. A.; aged 47; major, M. R. C., U. S. Army 
a member of the attending staff of St. Mary’s an 
Macon County hospitals; a member of the Decatu: 
Board of Health; during the war with Spain, captaii 
Illinois National Guard; while driving in his auto 
mobile over a grade crossing, April 16, was strucl 
by an Illinois Central train and instantly killed. 

Joun Hurt Maxwett, Newton, Ill.; Ohio Medic: 
College, 1878; aged 85; a member and one of th 
founders of the Jasper County Medical Society; on 
of the oldest physicians and surgeons in central IIli 
nois; entered the Civil War as hospital steward 
the 38th Illinois Volunteers, was advanced to assista: 
surgeon; in 1864 was appointed, for meritorious ser\ 
ice, surgeon of the Army of the Cumberland, but di 
clined the position; one of the pioneer surgeons o 
this part of the State, and practiced his professio 
until a few years ago, when the infirmities of ag 
compelled him to retire: died Saturday, April 3, 192 

SHopaL Vat CLevencer, Chicago; Chicago Medic: 
College, 1879; aged 77; a veteran of the Civil War 
chief engineer of the Southern Dakota Railway; sp: 
cial pathologist to Cook County Institutions, Dunning 
superintendent of the Illinois Eastern Hospital fi 
the Insane, Kankakee, in 1893; for several years neu 
rologist to the Alexian Brothers and Michael Rees 
hospitals; lecturer on art anatomy at the Chicago Ar‘ 
Institute, on physics at the Chicago College of Pha 
macy and on medical jurisprudence in the Chicag 
College of Law; a prolific contributor to medical lit 
erature; one of the founders and first secretary « 
the Chicago Academy of Medicine; author of a tw: 
volume work on “Medical Jurisprudence of Insanity” 
died March 24, from cerebral hemorrhage. 








